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A Standard Recerlification Survey was conducted
in conjunction with an Abbreviated Survey
investigating Complaint KY 00033911,
KY00033745, KY00034030, KY00034031, and
KY00034032 beginning on 06/15/2021 and
concluded on 06/19/2021. Complaint
KY00033911, KY00033745, KY00034030,
KY00034031, and KY00034032 were determined
to be substantiated with deficient practice
identified. Deficient practice was identified with
the highest Scope and Severity identified at an
“F" level. Census: 109,

After supervisory review, the Standard
Recertification Survey and Abbreviated Surveys
investigating KY00033911, KY00033745,
KY00034030, KY00034031, and KY00034032
were reopened on 07/27/2021, in conjunction with
complaints KY00034173, KY00034237,
KY00034238, KY00034289, KY00034400, and
KY00034404. KY00034299 and KY(0034404
were unsubstantiated, KY00033911,
KY00033745, KY00034030, KY00034031,
KY00034032, KY00034173, KY00034237,
KY00034238, KYQ0034400 were substantiated
and Immediate Jeopardy was identified, on
0871172021, and was determined to exist,
05/18/2021, at 42 CFR 483.10 Resident Rights
(F580), 42 CFR 483.12 Freedom from Abuse
(F&00), 42 CFR 483.12 Comprehensive
Person-Centered Care Plans (F855), 42 CFR
483.25 Quality of Care (F584), and 42 CFR
483.80 Infection Control (F880). The facility was
notified of the Immediate Jeopardy on
08/11/2021. The Immediate Jeopardy is ongoing.

The facility failed to protect Resident #64,
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Resident #86 and Resident #322 from abuse of
Resident #82. Resident #82 displayed behaviors
of exposing himself/herself numerous times to
other residents, wandered infout of other
resident’s rooms, and was verbally/physically
abusive to other residents. The facility failed o
implement effective interventions to prevent
Resident #82 from abusing olher residents.
Resident #82's behaviors resulted in the following
resident-to-resident abuse: On 05/18/2021,
Resident #82 grabbed Resident #322 causing a
skin tear; On 06/04/2021, Resident #82 grabbed
Resident #64's wrist and would not let go; On
06/30/2021, Resident #317 held Resident #82's
wrist because Resident #82 wandered into
his/her room and would not leave; On
07/15/2021, Resident #82 hit Resident #86 with a
shoe causing a large bruise to the resident's
upper arm; and, On 07/31/2021, Resident #82 hit
Resident #64 on the left wrist. Interviews with
residents and staff revealed Residents #64, #86
and #322 were afraid of Resident #82. Interview
with Resident #86 on 07/27/2021 revealed the
resident was afraid to sleep because Resident
#82 still came in histher room and the facility had
taken no action to protect the resident.

The facility failed to develop a baseline care plan
for Resident #321 and Resident #323 and failed
to ensure the residents received treatment and
care in accordance with professional siandards of
practice. On the morning of 07/18/2021, at
approximately 7:30 AM, siaff obtained Resident
#321's blood glucose level, which was sixty-seven
67) mg/dL (milligrams per deciliter) (normal range
70 mgfdL to 110 mg/dL). Although the nurse held
the resident’s insulin injection, she administered
the resident an oral hypoglycemic medication.
The nurse slaled after breakfast she re-checked
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the resident's blood glucose level, which was then
one hundred thirty-nine (139) mg/dL. However,
there was no evidence the staff continued to
monitor the resident or re-check the resident's
blood glucose level, until sometime later that
afternoon. Sometime after 3:00 PM, staff found
Resident #1 unresponsive with a blood glucose
level of forty (40) mg/dL. Interviews with staff
revealed they administered Resident #321 both,
injectable and oral glucose, and the resident
regained consciousness. However, there was no
documented evidence staff continued to monitor
the resident's blood glucose level, until
approximately 12:30 AM on 07/19/2021, when
Resident #321 was found unresponsive and
clammy. Interviews and record review revealed
the resident’s blood glucose was thirly-two (32)
mg/dL. Staff again administered the resident
injectable glucagon and oral glucose. Resident
#321 remained unresponsive and developed
difficulty breathing. The facility transferred
Resident #321 to Ihe hospital, where he/she was
diagnosed with acute metabolic encephalopathy
and hypoxia secondary to prolonged
hypoglycemia. Resident #321 was admitted to
the Intensive Care Unit {ICU).

In addition, the facility admitied Resident #323, on
07/06/2021, after being on a ventilator at the
hospital. At approximately 7:30 AM on
07/20/2021, a nurse aide entered the resident's
room and discovered the resident was sweaty,
clammy, and having difficulty breathing. Although
interview with a nurse revealed she administered
the resident two (2) breathing freatments, there
was no evidence staff re-assessed the resident
until the resident's family came to visit and
insisted the facility transfer the resident to the
hospital. Upon Resident #323's arrival to the
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hospital, the resident required high flow oxygen,
and was diagnosed with acute hypoxic respiratory
insufficiency, and left lower lobe pneumonia
versus atelectasis (lung collapse).

Further, the facility failed to establish and
maintain an infection prevention and control
program to properly prevent and contain the
spread of COVID-18 to Resident #314, Resident
#311, Resident #327, Resident #82, Resident
#325, Resident #328 and Resident #329,

On 07/24/2021, two staff members tested positive
for COVID-19 at an oulpatient clinic/hospital,
Although, the facility was aware the staff tested
positive, there was no attempl by the facility to
determine which residents were exposed to the
infected staff in an effort to isolate the residents to
prevent further spread of the virus. In addition,
the facility tailed to immediately test residents for
COVID-19 per the facility's policy. Residents
were not tested until 07/28/2021, four (4) days
afier the staff members were positive. During the
07/28/2021 resident testing, Resident #314 and
Resident #311 tesled posilive for COVID-19.
However, the facility did not quarantine the
residents to prevent the spread of infection to
others until 08/05/2021, eight (B) days after the
residents tested positive, when a plastic zip
barrier was placed over the resident's doorway.

Further, the facility documented staff were
routinely tested for COVID-19 on 07/30/2021,
However, SRNA #13 stated she was not tested
prior to starting her scheduled shift on 07/30/2021
from 6:00 PM through 6:00 AM on 07/31/2021.
During her shift, at approximately 12:00 AM on
0713172021, she stated she started feeling sick
while caring for residents, She stated she

{F 000}
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reported her symptoms to the nurse who
conducted a rapid COVID-19 lest, which was
positive. Again, there was no documented
evidence the facility attempted to determine
which residents SRNA #13 cared for during her
shift.

From 07/28/2021 through 08/05/2021, an
additional three (3) residents tested positive for
COVID-19, Resident # 329, Resident #82, and
Resident # 328. Resident #82 and Resident
#329 were also hospitalized due to COVID-19.

Prior to the barrier being placed on 08/05/2021,
Resident #325, who resided across the hall from
COVID-19 positive residenis, was observed
walking in the hallways and sitting in a chair in the
hallway adjacent to COVID-19 positive rooms.
Resident #325 was nol wearing a mask. On
08/08/2021, Resident #325 tested positive for
COVID-19. On 08/09/2021, Resident #325
developed respiratory distress and was
lransferred to the emergency room and
hospitalized. Resident #325 was readmitted from
the hospital to the facility on 08/12/2021, and on
08/19/2021, Resident #325 developed respiratory
distress again, and was sent back to the hospital
where he/she expired on 08/26/2021.

One (1) additional resident (Resident #327)
tested positive for COVID-19 on 08/07/2021, was
hospitalized on 08/14/2021, and expired on
08/15/2021 at the hospital.

Immediate Jeopardy (1J) was also identified, on
08/20/2021, and was determined to exist, on
03/23/2021, at 483.25 Quality of Care (F692).
The facility was notified of the Immediate
Jeopardy on 08/20/2021.
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The facility failed to ensure Resident #65,
Resident #390, Resident #327, Resident #82,
Resident #330, Resident #39, Resident #332,
Resident #81 and Resident #40 maintained
acceplable parameters of nutritional status and/or
body weight and failed to ensure their physicians
were notified of weight loss.

Review of Resident #65, Resident #90, Resident
#327, Resident #82, Resident #330, Resident
#1389, Resident #332, and Resident #81's medical
records revealed each of the residents sustained
significant weight loss due to the facility's failure
to have a systemic procedure in place to monitor
resident weight loss. The facility failed to obtain
resident weights according to policy, failed to
notify the Registered Diefitian (RD) when a
resident sustained weight loss, failed to provide
dietary recommendations to prevent further
weight loss, failed to honor resident food
preferences to prevent weight loss, and/or failed
to ensure residents were served adequate
porticns to prevent weight loss.

In addition, Immediate Jeopardy was identfified on
08/27/2021 and determined to exist on
05/02/2021 at 42 CFR 483.12 Comprehensive
Person-Centered Care Plans (F656) and 42 CFR
483.25 Quality of Care (F686). The facility was
notified of the Immediate Jeopardy on
08/27/2021.

The facility failed to develop a comprehensive
care plan to address Resident #65's pressure
uleer risk, failed to ensure Resident #65 received
care to prevent pressure ulcers, and failed to
ensure care and treatment was provided to
promote healing, prevent infection and/or prevent
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new pressure ulcers from developing.

Resident #65 was admitted to the facility on
03/23/2021 without pressure ulcers. The facility
failed to turn and reposition the resident as
required. On 05/02/2021, Resident #65
developed a deep tissue injury to the coccyx.
The facility failed to assess the pressure ulcer
(measurements, appearance, drainage, odor,
ete.) as required. Subsequently, the facility also
failed to identify the pressure ulcer had worsened
until 05/28/2021, when the resident was
transferred to the Emergency Depariment (ED)
due to worsening of the pressure ulcer. Resident
#565 was admitted to the hospital for worsening
sacral wound and was, "clinically septic with large
decubitis fpressure] ulcer with associated
infection including cellulitis and possible
abscess”. Resident #65 underwent surgical
debridement on 05/30/2021, when all necrotic
tissue was remaved and "excision was down to
the bone”,

Resident #55 was readmitled to the facility.
However, the facility continued to fail to turn and
reposition Resident #65 and failed to conduct
weekly skin and/or pressure ulcer assessments.
Resident #65 developed five {5) more pressure
ulcers, a Stage | (one) to the left heel on
06/23/2021, a DTl to the right heel on
06/26/2021, an unstageable pressure ulcer to the
back of the left, lower leg on 08/12/2021, and two
(2) Slage Il (2) pressure ulcers to the left hip on
08/26/2021. Further, a wound care specialist
assessed Resident #65's sacral pressure ulcer,
on 08/26/2021, at 9:00 AM, and documented the
wound had worsened,

An acceptable allegation of compliance was
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received on 09/02/2021 and the facility alleged
removal of the Immediate Jeopardy effective
09/02/2021, A partial extended survey was
initiated on 08/25/2021 and completed on
09/10/2021, and determined that the Immediale
Jeopardy was not removed prior to exit an
0910/2021. Immediate tecpardy was also
identified on 09/10/2021 at 483,35 Nursing
Services (F725), 42 CFR 483,70 Administration
(F835 and F837) and 42 CFR 483.75 Quality
Assurance and Performance Improvement
(FBET). The Immediate Jeopardy is ongoing.

Based on the findings of the partial extended
survey, concluded on 09/10/2021, it was
determined the facility failed to utilize their
resources to effectively manage the facility in
order to maintain the highest practicable physical,
mental, and psychosocial well-being of each
resident. Facility Administration and the
Governing Body failed to ensure Quality
Assurance/Performance Improvement activity
was implemented and failed to provide oversight
to ensure systems were in place to ensure the
health and safety of residents in the facility. The
facility's AOC stated the facilily would complete
“wound assessments” on 08/26/2021 and weekly
wound assessments would be audited daily to
ensure they had been completed. Review of
Resident #14 and Resident #45's medical record
revealed no documented evidence the facility
assessed their pressure ulcers on 08/26/2021, as
required by the AOC, Further, there was ng
documented evidence the facility was conducting
weekly wound/pressure ulcer assessments for
residents with pressure ulcers as stated in the
AOC. Subsequently, there were no wound
assessments available for the facility to audit.
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Further review of the facility's AOC revealed
residents would be weighed monthly. However,
as of 0910/2021, ten (10) residents had not been
weighed since 08/03/2021, and seven (7)
residents who had not been weighed since
08/06/2021.

Additional deficient practice was identified at
F585, F609, F623, F641, F689, FA95, and F842
at "D" level; F584, F804, F809 and F925 at an "E"
level; F557, F802, FB03, F806, and F812 at "F"
level; and F657 and F6S7 at "G" level.

After supervisory review, on 09/22/2021,
Immediate Jeopardy was identified, on
09/22/2021, and determined to exist on
03/26/2021 at 42 CFR 483.75 Pharmacy Services
(F755). The facility was notified of the Immediate
Jeopardy on 09/22/2021.

The facility failed 1o provide pharmaceutical
services to meet the needs of Resident #321,
Resident #326, Resident #351, Resident #9, and
Resident #321. The facility failed to acquire and
administer prescribed medications to meet the
needs of Resident #326, Resident #351, Resident
#9 and Resident #324.

In addition, the facility admitted Resident #321 on
07/16/2021 with the diagnoses of Urosepsis and
Invasive Bladder Cancer with Physician's Orders
io receive an antibiotic to treat the Urosepsis.
The pharmacy required the facility to "cost
over-ride” the medication beforz it could be
dispensed. However, the facility failed lo address
the cost over-ride and Resident #321 did not
receive the physician ordered anfibiotic.

A second acceptable allegation of compliance
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was received on 09/25/2021, which alleged
removal of the Immediate Jeopardy on
09/26/2021. The State Survey Agency
determined the Immediate Jeopardy was
removed as alleged during a revisit conducled on
09/28-30/2021, which lowered the scope and
severily to "D" 42 CFR 483.10 Resident Rights
(F580), 483.12 Comprehensive Person-Centered
Care Plans (F655) (F656), 42 CFR 483.25
Quality of Care (F684) {F686), 42 CFR 483.35
Nursing Services (F725), and 42 CFR 483.45
Pharmacy Services (F755); and to "E" at 42 CFR
483.12 Freedom from Abuse (F600), 42 CFR
483,25 Quality of Care (F692), 42 CFR 483.70
Administration (F835) (F837), 42 CFR 483.75
Quality Assurance and Performance
Improvement (F867), and 42 CFR 483.80
Infection Control (FB80), while the facility
monitors the effectiveness of systemic changes
and quality assurance activities.

Respect, Dignity/Right 1o have Prsnl Property
CFR(s): 483.10(e)(2)

§483.10(e) Respect and Dignity.
The resident has a right to be treated with respect
and dignily, including:

§483.10(e){2) The right to retain and use personal
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe
upon the rights or health and safely of other
residents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and facility
policy review, it was determined the facility failed

{F 000}

{F 557}

Preparation and execution of this plan of
correction does nof constitute admission

11116721
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to protect residents’ dignity for one hundred eight
(108) out of one hundred nine {109) residents in
the facility. Observation of the noon rneal on
06/15/2021, revealed residents' meal irays were
observed ta have plastic silverware, styrofoam
cups, and styrofoam bowls. In addition,
observation of the breakfast trays on 06/16/2021,
revealed residents were being served food in
styrofoam bowls and styrofoam cups on their
meal frays.

The findings include:

Review of the facility's policy titled," Resident
Rights", dated June 2020, revealed each resident
would be treated with consideralion, respect, and
full recognition of their dignity and individuality in
care for their needs. The policy also stated the
resident had a right to a dignified existence.

Observation of the lunch meal service on
06/15/2021 at 1:14 PM, revealed residents’ meals
were being served with plastic silverware,
styrofoam cups, and styrofoam bowls.

Observation of the breakfast meal on 06/16/2021
at 8:30 AM, revealed residents’ meal trays had
styrofoam cups and styrofoam bowls on them.

Group interview conducted with six (6) residents
(Residenls #3, #16, #38, #51, #92, and #96), on
06/16/2021 at 10:13 AM, revealed their lunch and
supper trays had plastic silverware which made it
hard to cut anything, especially meats, The
residents also stated they had been receiving
styrofoam cups and bowls which they did not like.
Continued interview revealed they had received
the plastic silverware, styrofoam cups and bowls
for a few weeks.
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or agreement by the provider of the ruth
of the facts alleged or conclusions set
forth in the statement of deficiency. This
plan of correction is prepared and
executed solely because it is required by
federal and state law,

F 557 Respecl, Dignity/Right to have
personal property.

Criteria 1: Residents #3, #16, #38, #51
and #92 are provided regular silverware,
glasses and dishes unless they have
specific orders which contraindicate this,
or repairs are underway for the
dishwasher.

Criteria 2:  All residents had the potential
to be affected by this cited deficiency. No
olher residents were noled to be using
Styrofoam or plastic dishware.

Criteria 3  a) The Dietary
Manager/Dietary Consultant/designee
completed an inventory of all regular
silverware, glasses and dishes to
determine availability and the need to
place any orders. Orders for additional
needed items were submitted and
received and pul inlo service on 11/3/21,
b) Dietary staff have
received in-service educalion by the
Dietary Manager/Dietary Consultant as
completed by 11/1//21 on protecting
resident dignity with the use of regular
silverware, glasses and dishware for all

FORM CMS-2567(02-99) Previous Varsions Obsolete

Event ID ELK412

Faciity 10 100599 if continuation sheet Page 11 of 1150




DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/31/2023

FORM APPROVED

OMB NO. 0938-0391

{X1) PROVIDER/SUPPLIER/CLIA

{X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING COMPLETED
R
185256 B. WING 09/30/2021

NAME OF PROVIDER OR SUPPLIER

PARKVIEW PQST-ACUTE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
200 NURSING HOME LLANE
PIKEVILLE, KY 41501

Interview with Dietary Aide (DA) #1 on 06/16/2021
at 2:00 PM, revealed they had been using plastic
silverware, styrofoam cups, and styrofoam bowls
for a few weeks. The DA staled they had been
out of bowls, cups, and silverware and had used
styrofoam bowls and cups and plastic silverware.

Interview with DA #2 on 06/16/2021 at 2:15 PM,
revealed they had been using plastic silverware,
styrofoam cups, and styrofoam bowls since he
had worked there, two (2) weeks ago. The DA
stated they had been out of bowls, cups, and
silverware.

Interview with the Dietary Manager (DM) on
06/16/2021 at 1:30 PM, revealed she had quit on
06/15/2021. The DM stated the facility was out of
silverware, cups, and bowls. The DM stated she
was aware this was a dignity issue with using
disposable dishes and silverware. Further
interview with the DM revealed she would order
the needed supplies from the supply company but
never got the supplies. The DM stated it was a
budget issue.

Interview conducted with the Registered Dietician
(RD) on 06/18/2021 at 4:18 PM, revealed she
was aware the facility was using plastic
silverware, styrofoam cups and bowls, Confinued
interview with the RD revealed she was told there
was enough silverware that they were just not
using it. Per interview, she had informed the DM
they must use regular silverware as it was a
dignity issue. The RD stated the DM had told her
the company would not provide the cups and
bowls that were needed.

Interview with the Administrator on 06/19/2021 at

residents unless they have specific orders
which contraindicate this, or repairs are
underway for the dishwasher, and the
need to notify the Dietary Manager when
the last available box of dishware is put
into service, so that an order may be
placed to maintain supply.

Criteria 4:  a) The Dietary Manager will
Monitor available dishware supplies
monthly to

determine when additional supplies need
tobe

Ordered. Audits will be monthly for 3
months.

b) Residents will be asked in
each resident council meeting if they are
being served their meals utilizing regular
dishware.

The Activity Director/Designee will notify
the

Dietary Manager for follow up of any
residents

who report they are not being served
meals on

regular dishware,

Audits will be reviewed at QAPI monthly
x3 months and then quarterly until in
substantial compliance.

Criteria 5: Date of compliance:
11/16/2021
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§483.10(g)(14) Notification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

{A) An accident invelving the resident which
results in injury and has the potential for requiring
physician intervention;

(B} A significant change in the resident's physical,
mental, or psychosocial status (that is, a
deterioration in health, mental, or psychosocial
status in either life-threatening conditions or
clinical complicalions);

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment): or

(D) A decision to transfer or discharge the
resident from the facility as specified in
§483.15(c){1)(ii).

{ii} When making notification under paragraph (g)
{14)(i} of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.

(iii} The facility must also promptly notify the
resident and the resident representative, if any,
when there is-
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1:30 PM, revealed she had only been at the
facility for two (2) weeks. She stated she had
talked with the DM and the RD and they had not
told her about using styrofoam cups and bowls
and plastic silverware, The Administrator siated
there was no problem with ordering replacement
cups and bowls,
{F 580} | Notify of Changes {Injury/Decline/Raom, etc.) {F 580} 12/30/21
58=0 | CFR(s): 483.10(g)(14)(i)-(iv}(15)
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(A) A change in room or roommate assignment
as specified in §483.10(e)(6); or

{B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
{e)(10) of this section,

{iv) The facility must record and periodically
update the address {mailing and email) and
phone number of the resident

representalive(s).

§483.10(g)(15)

Admission to a composile distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
localions that comprise the composite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
facility policy, it was determined the facility failed
to notify the physician for nine (9) of fifty-seven
(57) sampled residents when the resident

{F 580}

F 580 Notify of Changes
{Injury/Decline/Room, etc,)

Criteria 1:  a) Resident #321 was
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experienced a significant change in status and a
need lo alter treatment {Resident #321, Resident
#323, Resident #90, Resident #327, Resident
#82, Resident #330, Resident #39, Resident
#1332, and Resident #81).

On the morning of 07/18/2021, before breakfast,
staff oblained Resident #321's blood glucose
level, which was 67 mg/dL (milligrams per
deciliter) (normal range 70 mg/dL to 110 mg/dL).
However, there was no evidence the staff notified
the resident's physician of the resident’s low
glucose levels. Later that afternoon, sometime
after 3:00 PM, staff found Resident #1
unresponsive with a blood glucose level of 40
mgfdL. Interviews with staff revealed they
administered Resident #321 both injectable and
oral glucose, and the resident regained
consciousness. However, there was no
documentation made in the resident's medical
record regarding the resident's second episode of
hypoglycemia, or that staff notified the resident's
physician. On 07/19/2021, al approximately 12:30
AM staff found Resident #321 unresponsive and
clammy. Interviews and record raview revealed
the resident's blood glucose was 32 mg/dL. Staff
again administered the resident injectable
glucagon and oral glucose. The facility
transferred Resident #321 {o the hospital, where
the resident was diagnosed with acute metabolic
encephalopathy and hypoxia secondary to
prolonged hypoglycemia. The hospital admitted
Resident #321 to the Intensive Care Unit (ICU),

Further, the facility admitted Resident #323 on
07/06/2021 after being on a ventilator at the
hospital. At approximately 7:30 AM on 7/20/2021,
a nurse aide entered the resident's room and
discovered the resident was sweaty, clammy, and

discharged from this facility on 7-19-2021,

b) Resident #323 was
discharged from this facilily on 7-20-2021.

c¢) Resident #82 was
discharged from facility on 8-9-2021

d) Resident #327 was
discharged from facility on 8-15-2021

e) Resident #332 was
discharged from facility on 9-1-2021

d) Residents #90, #330,
#39,and #81 were weighed on 9-17-2021.
The regislered dietician compleled a
comprehensive nutrition assessment for
the residents by 9-17-2021. The Director
of Nursing or designee reviewed the
comprehensive assessment
recommendations, spoke with the
attending MD and validated the diet
orders, and recommendations were
entered into PCC and matched the Dining
RO tray card. The registered dietician and
Director of Nursing reviewed diet orders in
PCC to ensure they malched the orders in
Dining RD.

Criteria 2:  a) All residents were
assessed with diagnosis including:COPD,
Asthma, or current pneumonia were by
licensed nurses and’or respiratory
therapist to ensure they were in no
respiratory dislress. No concerns were
identified as completed 8-12-2021. On
8/14/2021 all residents with diagnosis of
diabetes was assessed for s/s of
hyper/hypoglycemia. None were present.

b} All residents with orders
for glucose monitoring were reviewed by
the Regional Nurse and orders amended
to include mandatory entry of glucose
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having difficulty breathing. However, there was value on the MAR vs. a check for
no evidence that staff notified the resident's completion.
physician of the resident's status, until the ¢) The DON and Registered
resident’s family came to visit and insisted the Dietician reviewed weights for all
facility fransfer the resident to the hospital. residents to identify any that had
Resident #323 was admitted to the hospital and demenstrated significant weight changes.
diagnosed with acute hypoxic respiratory For any residents demonstrating
insufficiency, and left lower lobe pneumonia significant weight changes, the registered
versus Alelectasis {lung collapse). dietician completed a comprehensive
nutrition assessment by 9-20-2021. The
In addition, the facility failed 1o ensure Resident DON or designee and RD validated the
#390, Resident #327, Resident #82, Resident diet orders, and recommendations were
#330, Resident #39, Resident #332, and entered into PCC and matched the Dining
Resident #81's physicians were notified when the RD tray card. The registered dietician and
residents sustained significant weight loss. Director of Nursing reviewed diet orders in
PCC to ensure they matched the orders in
The facility's failure to ensure residents received Dining RD.On 9-19-2021 Regional Nurse
treatment and care in accordance with reviewed SBARs to identify residents who
professional standards of praclice, has caused or had a change in condition not related to
is likely to cause serious injury, harm, impairment weights, glucose levels or respiratory
or death to a resident. Immediate Jeopardy was concerns.
identified, on 08/11/2021, and was determined to
exist on 03/06/2021, at 42 CFR 483.10 Resident Criteria 3. a) The Respiratory Therapist
Rights (F580), 42 CFR 483.12 Freedom from and/or designee educated Licensed
Abuse (F600), 42 CFR 483.12 Comprehensive nurses on notification of MD with
Person-Centered Care Plans (F655), (F656), 42 respiratory decline or distress beginning
CFR 483.25 Quality of Care (F&84) (F686), 8-12-2021.
(F692), 42 CFR 483.45 Pharmacy Services b) The DCN/Designee
{F755) and 42 CFR 483.80 Infection Control educaled all licensed nurses on identifying
{F880). The facilily was notified of Immediate signs/symptoms of
Jeopardy on 08/11/2021. hyperglycemia/hypoglycemia, facility
diabetic protocol, documenting resident
An acceptable Allegation of Compliance (AQC) change in condition, documentation of
was received on 09/03/2021, which alleged bleod sugar in the medical record,
removal of the Immediate Jeopardy on nolification of physician and following
09/02/2021. However, the AOC could not be physician orders beginning on
verified based on cbservations, staff interviews, 08-12-2021.Beginning on 8-12-2021 Don
and review of facility documentation. Addifional or Designee educated licensed staff on
Immediate Jeopardy was identified at 42 CFR acute condition changes clinical protocol,
FORM CMS-2567(02.99) P Versi Obsgod Event ID ELK412 Faciity 10 1005899
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483.35 Nursing Services (F725), 42 CFR 483.70
Administration (F835) (F837), 42 CFR 483.75
Quality Assurance and Performance
Improvement (FB67). The facility was notified of
the Immediale Jeopardy on 09/10/2021, The
Immediate Jeopardy is ongoing.

A second acceptable allegation of compliance
was received on 09/25/2021, which alleged
removal of the Immediate Jeopardy on
09/26/2021, The State Survey Agency
determined the Immediate Jeopardy was
removed as alleged during a revisit conducted on
09/28-30/2021, which lowered the scope and
severity to "D" 42 CFR 483.10 Resident Rights
(F580), 483.12 Comprehensive Person-Centered
Care Plans (F&55) (F656), 42 CFR 483.25
Quality of Care (F684) (F686), 42 CFR 483.35
Nursing Services (F725), and 42 CFR 483.45
Pharmacy Services (F755); and to "E" at 42 CFR
483.12 Freedom from Abuse (F600), 42 CFR
483.25 Quality of Care (F692), 42 CFR 483.70
Administration (F835) (FB37), 42 CFR 483.75
Quality Assurance and Performance
Improvement (FB67), and 42 CFR 483.80
Infection Control (F880), while the facility
maonitors the effectiveness of systemic changes
and quality assurance activities.

The findings include:

Review of the facility's policy titled, “Acute
Condition Changes-Clinical Protocal", dated
March 2018, revealed prior to contacting the
physician about an acute change in condition, the
nursing staff would collect pertinent details to
report to the physician, such as the history of
present iliness and previous and recent test
results for comparison. Further review, revealed

¢) Residents who are weighed
weekly are weighed every Monday by
CNAs,

-CNAs report weights to the nurse who
reviews and enters the weight into PCC

-Any 5Ib weight change or more will be
verified by obtaining a re-weight by the
next day.

-Once the weight is verified, any
significant change and/or 5lb weight loss
or gain will be reported by the nurse to the
MD and RD for recommeandations/orders.

-New arders will be reflected on the
care plan, with the resident and or RP
notified.

d) Monthly weights are obtained
in the same manner the first week of each
month.

e) All weights are reviewed in the
weekly weight meeting by the IDT which
consists of. Registered Dietician, Director
of Nursing, MDS, Social Services,
Activities, Dietary, Therapy and Clinical
Staff Representative. The DON is
responsible for running this
meeting/process. Daily weights are
reviewed by licensed staff and reported to
the MD if significant weight changes noted
by the nurse.

f) All nursing staff were educated
by 9-20-21 by the Director of Nursing,
MDS coordinator or designee on proper
weighing technigues, abtaining,
documenting, and reporting of weight
changes to the Registered Dietician.
Beginning 11/24/2021 All agency staff and
new hires will be educated on the process
for natifying weight changes prior to
working on the floor.
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the nurse would assess, document, and report
baseline information including; vital signs,
neurological status, current pain level, level of
consciousness, cognitive and emotional status,
onset, duration and severity of illness, recent
labs, history of psychiatric disturbances, mental
illness or depression, all active diagnoses, and all
current medications. The nurse would then
contact the physician based on urgency of the
situation, and for emergencies, they would call or
page the physician and request a prompt
response,

Review of the facility’s policy titled, "Management
of Hypoglycemia”, dated November 2020,
revealed staff may need to make urgent
notification to the physician if a diabetic resident
had not eaten well or consumed sufficient fluids
for two (2) or more days and had a fever,
Hypotension, lethargy or confusion. For a resident
who was lethargic, but not comalose, treatment
might include oral glucose paste rubbed into
buccal mucosa, intramuscular glucagon, or the
administration of intravenous dextrose and
immediate notification to the physician.

1. Review of Resident #321's medical record
revealed the facility admitted the resident on
07/16/2021 with diagnoses that included
Urosepsis, Diabetes Mellitus, and Invasive
Bladder Cancer.

Review of Resident #321's Minimum Data Set
(MDS) assessment dated 07/19/2021 revealed
the facility assessed the resident to have a Brief
Interview for Mental Status (BIMS) scare of
thiteen (13). The facility assessed the resident
to be cognitively intact.

g) On B-31-21 the Dietary
Manager was educated by the Regional
CDM on diet order accuracy and provision
of timely nutritional assessment to ensure
diet order accuracy, when the diet orders
are put into PCC the nurse entering the
order will send written communication to
the dietary staff that will include diet and
texture. Dietary Manager will enter the
order into the tray care system. All diet
orders from the previous day should be
reviewed in clinical meeting to ensure
accuracy and communication was
completed.

h) By 9-20-21 the Director of
Nursing or Regional Director of Nursing
educated nurses and Dining Director on
the process for entering, activating, and/or
implementing the registered dietician’s
recommendations for dietary orders.

i) Snacks are being offered
daily morning and afternoon by the
restorative or activily aides or designee to
all residents.

Criteria 4: &) During the Ad-hoc QAPI
meeting on 08-12-2021 the above listed
education and processes were reviewed,
and audits put into place to ensure
compliance with this process.
DON/Designee completed audits of staff
knowledge with verbal quizzing of
identification and assessment of residents
with a change in respiratory status,
identifying signs/symptoms of
hyperglycemia/ypoglycemia, SBARS and
MD notification. Staff were quizzed
randamly across all shifts; beginning week
of 8/15/2021 5 staff were quizzed weekly
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Review of Resident #321's Baseline Care Plan
dated 07/16/2021, revealed the care plan did not
include the resident's diagnosis of Diabetes
Mellitus.

Review of Resident #321's Physician Orders
Summary Repor, revealed Physician's Orders
dated 07/17/2021, which stated staff were lo
monitor for signs/symptoms of
hypoglycemia/hyperglycemia (low/high blood
sugar) every shift, obtain blood glucose levels as
needed and to nolify the physician if blood
glucose was below 70 mg/dL or above 350
mg/dL,

Review of Resident #321's Medication
Administration Record (MAR) for June 2021,
revealed the MAR had an entry slaling diabetic
monitoring every shift for
hypoglycemia/hyperglycemia, may complete
finger sticks as needed, and to nolify the
physician if blood glucose was below 70 mg/dL or
above 350 mg/dL.

Review of Nursing Notes daled 07/18/2021 at
3:20 PM, revealed at approximately 7:30 AM on
07/18/2021, Licensed Practical Nurse (LPN) #6
obtained a blood glucose reading for Resident
#321, which was 67 mg/dL. The Note stated that
after breakfast, LPN #6 oblained a follow-up
blood glucose lavel, which she documented as
139 mg/dL. However, there was no indication or
documentation that LPN #6 notified the resident's
physician when the resident's blood glucose
dropped below 70 mg/dL. In addition, there was
no evidence the LPN conlinued to monitor the
resident for signs/symptoms of
hypoglycemia/hyperglycemia or re-checked the
resident's blood glucose level.
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x4 then monthly x 2. Audits wilt be
reviewed at QAP monthly x3 months and
then quarterly until in substantial
compliance.
b) Beginning 11/24/21 DON/Designee will
monitor documented blood sugar results
daily Monday thru Friday (Weekend will be
reviewed Monday) or until compliance is
metl in morning clinical meeting and any
blood sugar results outside of normal
range will be reviewed for MD notification
and implementation of any physician
orders. Care Plan will be reviewed and
updated as needed. Audils will be
reviewed at QAPI monthly x3 months and
then quarterly until in substantial
compliance

c) Beginning 11/24/21 The
DON/Designee will monitor respiratory
assessments and SBAR communications
for acute change in condition or change in
respiratory status, any acute change
condition or change in respiratory status
will be reviewed for MD notification and
implementation of any physician order.
Care Plan will be reviewed and updated
as needed. Audits will be weekly x 4 then
monthly x 2.
Audits will be reviewed at QAPI monthly
x3 months and then quarterly until in
substantial compliance

d) Beginning 11/24/2021
New interventions will be care planned in
the moming meeting by the DON, ADON
or nursing designee. Audits will be
reviewed at QAP| monthly x3 months and
then quarterly until in substantial
compliance.

&) Starting 11/24/2021
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Interview with Resident #321's Daughter on
08/02/2021 at 5:30 PM, revealed she visited the
resident on 07/18/2021 and arrived to the facility
at 10:45 AM for a scheduled visit. She stated
Resident #321 told her his/her blood sugar had
dropped to 67 mg/dL that morning. However, the
daughter stated no staff re-checked the resident’s
blood glucese level or assessed the resident for
signs/symptoms of hypoglycemia/hyperglycemia
while she was at the facility from 10:45 AM until
approximately 3:00 PM.

Interview with Resident #321's Spouse on
0712812021 at 2:19 PM, revealed he/she talked
with Resident #321 on the phone numerous times
on 07/18/2021, and the resident reported feeling
like hisfher blood glucose was low. However, the
resident told the spouse at 4:00 PM, that staff had
not re-checked his/her blood sugar since early
that morning when his/her blood glucose was low.

Interview with LPN #6 on 07/27/2021 al 4:10 PM,
revealed on the moming of 07/18/2021, she
obtained a blood glucose of 67 mg/dL for
Resident #321. She stated she re-checked the
resident's glucose afier the breakfast meal and it
was back up o 139 mg/dL. LPN #5 stated she
could not recall if she notified the physician that
the resident’s blood glucose had dropped below
70 mg/dL. However, the LPN stated that since the
resident’s blood glucose came up to 139 mg/dL,
she probably thought the resident was doing well,
and she did not need to notify the physician that
the resident's blood glucose had dropped below
70 mg/dL.

Interview with SRNA #1 on 07/27/2021 at 4:40
PM, revealed she was working on 07/18/2021
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snack intake will be audited by Dietary
Manager daily for 1 week; weekly for 3
weeks; monthly thereafter for 2 months
then quarterly until in substantial
compliance, Audits will be reviewed at
QAPI monthly x3 months and then
quarlerly until in substantial compliance.

f) All weights are reviewed
in the weekly Wednesday at-risk meeting
to ensure all notifications and care plans
are updated by the IDT which consists of:
Registered Dietician, Director of Nursing,
MDS, Social Services, Activities, Dietary,
Therapy and Clinical Staff Representative.
The DON is responsible for running this
meeting/process.

g) Beginning 11/24/2021
the DON or designee will audit weekly
weights weekly x 4 weeks then monthly x
2 months to ensure no significant weight
changes. If weight changes are present
then MD, RP and RD will be notified.

Criteria 5; Date of Compliance
12/30/2021
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during day shift from 6:00 AM to 6:00 PM. She
slated she did recall Resident #321 having a
blood sugar of 67 mg/dL that morning. Additional
interview with SRNA #1 on 08/03/2021 at 3:19
PM, revealed later that same day, she entered
Resident #321's room late in the afternoon, exact
time unknown, and found the resident
non-responsive and immediately alerted LPN #6.
She stated LPN #6 got RN #1 from the olher end
of the unit to help her, and both nurses were
waorking with the resident.

Interview with LPN #6 on 07/30/2021 at 11:30 AM
revealed that Resident #321 had a hypoglycemic
episode during the late afternoon on 07/18/2021,
but could not recall the exact lime, however,
stated it was after funch, She stated when she
entered the room the resident was not responsive
and she obtained a blood sugar of around 40
mg/dL. She stated she got RN #1 from the other
end of the unit to assist her and administered an
injection of Glucagon to the resident as well as
oral glucose and the resident began 1o respond.
LPN #5 stated following the episode she thought
the resident’s blood glucose had come up to
“around 139 mg/dL", but she was unsure. LPN #5
stated she notified the resident's physician of the
hypoglycemic evant. However, review of Resident
#321's medical record revealed no
documentation of the incident, no documentation
of the resident's blood glucose levels, and no
documentation that LPN #5 notified the physician
of the event.

Interview with Registered Nurse (RN) #1 on
07/30/2021 at 10:54 AM revealed she was
working on 07/18/2021 on day shift from 7:00 AM
to 7:00 PM, and recalled late in the afternoon
LPN #6 came o her requesting assistance with
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Resident #321, who had a blood glucose level of
40 mg/dl.. RN #1 siated when she arrived to the
room the resident was non-responsive. RN #1
staled they adminislered the resident a Glucagon
injection, and the resident began to regain
consciousness. However, according to RN #1,
the resident's blood sugar remained low, and LPN
#6 administered the resident oral glucose. RN #1
stated after administering the oral glucose,
Resident #321's blood glucose came up to 111
mg/dL. RN #1 stated she then returned to her end
of the unit, and did not know if LPN #6 contacled
the physician regarding the hypoglycemic event
and the resident's low blood glucose level.

Review of Resident #321's Nursing Notes
revealed an eniry dated 07/19/2021 at 12:23 AM,
stating staff had found the resident unresponsive
with a blood glucose of 32 mg/dL. The nole
slaled slaff administered the resident two
Glucagon injections and oral glucose. However,
Resident #321 remained un-responsive and
experienced labored breathing. Staff notified the
resident's physician and received orders to send
the resident to the haspital. Continued review of
the nursing notes revealed Emergency Medical
Services arrived to the facility al 1:00 AM and
transferred the resident to the hospital
Emergency Department (ED).

Review of hospital records for Resident #321
dated 07/19/2021 and interview with the ED
Physician on 08/03/2021 at B:22 PM, revealed
when Resident #321 arrived to the ED on
07/119/2021, the resident was unresponsive and
required intubation. Continued review of the
record and interview with the physician revealed
Resident #321 was in acute respiratory failure
and was hypoxic due to prolonged hypoglycemia.
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Interview with Physician #1, Resident #321's
physictan, on 08/04/2021 at 1:05 PM revealed he
did not recall staff notifying him of Resident
#321's hypoxic event on 07/18/2021 before
breakfast or the hypoxic event that aflerncon,
when slaff found the resident unresponsive.
Physician #1 stated if staff had notified him on the
morning of 07/18/2021, when Resident #321 had
a blood glucose of 67 ma/dL, he would have sent
the resident to the hospital for evaluation.
Physician #1 also stated the only time he
remembered staff notifying him about Resident
#321 was during the early morning hours of
07/19/2021, when staff found Resident #321
nonresponsive,

Interview with the Director of Nursing (DON) on
08/11/2021 at 12:05 PM revealed that she
expected nursing staff to notify the physician if a
resident had a change in condition and complete
a nursing assessment on the resident. The DON
staled she was not aware that Resident #321 had
two hypoglycemic episades without physician
notification occurring prior to the resident going to
the hospital on 07/19/2021. Continued interview
with the DON revealed she did not conduct
routine menitoring or have any system in place to
ensure physician notification was oceurring timely
and as warranted.

Interview with the Administrator on 08/10/2021 at
1:50 PM, revealed she expected nursing staff to
conduct a nursing assessment anytime a resident
had a change in condition and notify the physician
and the family. The Administrator stated she was
unaware Resident #321 had two previous
episodes of hypoglycemia.. However, she stated
staff should have called the physician.

{F 580}
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2). Review of Resident #323's medical record
revealed the facility admitted the resident on
07/06/2021, with diagnoses that included
Metabolic Encephalopathy, Acute Respiratory
Failure, Autistic Disorder, Sepsis, Diabetes
Mellitus, Dysphagia, Pneumonia and Aphasia.

Review of Resident #323's Minimum Dala Set
(MDS) Admission assessment daled 07/13/2021,
revealed the facility assessed the resident to have
severely impaired cognition.

Interviews on 07/28/2021, at 11:43 AM, with State
Registered Nurse Aide (SRNA) #14, and at 2:35
PM with SRNA #15, revealed on the morning of
07/20/2021 at approximately 7:15 AM, they
observed Resident #323 {o be sweaty, clammy,
red faced, and having difficulty breathing, which
they stated was not normal for the resident.
SRNA #14 staled she notified RN #6 of the
resident's change in condilion, and the nurse
administered the resident a breathing treatment,
but the resident continued to have difficulty
breathing. SRNA #14 stated the resident was
"breathing pretty hard®, SRNA #15 siated RN #6
administered the resident another breathing
Ireatment "a couple hours later". However, the
SRNAs stated Resident #323 continued to have
difficulty breathing. Continued interview revealed
the resident's family arrived at the facility at
approximately 11:15 AM and insisted the facility
send the resident to the ED.

Interview with RN #6 on 07/268/2021 at 3:45 PM,
revealed on 07/20/2021 at approximately 7:15
AM, staff notified her that Resident #323 was
"congested”. She stated she was not the
assigned nurse to Resident #323. However, she
went to the room to check on the resident. She

{F 580}
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stated when she entered the resident's room, the
resident had audible wheezing and was using
accessory muscles to aide in breathing. RN #6
slated she had last seen Resident #323 at
approximately 6:15 AM, and the resident was not
having difficulty breathing at that time, and the
respiratory distress was new for the resident.
However, RN #6 slated that she did not notify the
resident’s physician {o repori the resident's
change in condition, because LPN #3 was the
resident's assigned nurse. RN #5 stated it was
LPN#3's responsibility to call the physician.

Continued interview with RN #6 on 07/28/2021 at
3:45 PM, and review of Resident #6's Treatment
Administration Record (TAR) revealed she
administered a breathing treatment to Resident
#323 at 7:43 AM, which provided the resident with
some improvement in breathing. However,
according to RN #6, the improvement did not last
long and the resident's status declined. RN #6
stated she administered the resident another
breathing treatment at 11:34 AM, and assumed
that LPN #3 would notify the physician of the
resident's condition.

Interview with LPN #3 revealed she was the
nurse assigned to Resident #323 on 07/20/2021.
She stated that at approximately 6:30 AM on
07/20/2021, Resident #323 "seemed ok".
However, at approximately 7:30 AM she realized
"something was going on" with the resident. She
staled she assessed the resident fo be breathing
fast and using accessory muscles to aide in
breathing. LPN #3 stated she notified Physician
#1 around 8:15 AM and received a new order for
a chest x-ray. However. there was no
documented evidence in the resident's medical
record to indicate that LPN #3 notified the
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physician. She stated that following the breathing
treatments administered by RN #6, Resident
#2323 condition "stayed about the same”.
Centinued interview with LPN #3 revealed that
the resident’s family came in around 11:00 AM,
and immediately requested the resident go to the
ED. LPN #3 stated she called Physician #1, and
received an order to fransfer the resident to the
hospital.

Interview with Resident #323 {amily member on
08/02/2021 at 8:50 AM revealed she arrived to
the facility on 07/20/2021 at approximately 11:00
AM. She revealed that upon arriving 1o the unit,
he/she could hear the resident breathing from the
hallway. The family member slated that she
requested the resident go to the hospital for
evaluation.

Further review of the medical record for
07/20/2021, revealed no documented evidence
the facility staff notified the resident's physician
until after the resident's family member arrived to
the facility. Review of the record revealed a
change of condition form completed at 12:12 PM,
which stated the resident was having shoriness of
air, abnormal lung sounds, labor or rapid
breathing and cough. Continued review revealed
documentation that the facility notified Physician
#1 at 11:45 AM, and obtained an order to send
Resident #323 to the ED for evaluation.

Interview with Physician #1 on 08/04/2021 at 1:00
PM revealed he did not recall the facility notifying
him of a change in Resident #323 on 07/20/2021.
Physician #1 stated if the facility had called him, a
chest x-ray would not have been standard of care
for a resident exhibiling stridor (high pitched

sound from breathing indicating a restriction) and
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difficulty breathing. The physician stated he would
have initiated increased moniloring of vital signs
and instrucled the siaff to monitor for
signs/symptoms of decompensation of respiratory
stalus, or mare likely sent the resident to the ED
for evaluation, especially if the resident was
exhibiting stridor, Continued interview with
Physician #1 revealed he expected staff to notify
him with changes of condition,

Review of Residenl #323's ED record revealed
the ED staff assessed the resident to have
audible stridor, increased respiratory effort, was
using accessory muscles lo breathe and had mild
wheezing to bilateral lungs. Continued review of
Resident #323's hospital record revealed the
resident was admitted to the ICU (Intensive Care
Unit} at 10:54 PM. The hospital admitted
Resident #323 with diagnoses of Acute Hypoxic
Respiratory Insufficiency, Left Lower Lobe
Pneumonia versus Atelectasis (collapsed lung),
and an elevated Lactate ievel (results from low
flow of oxygen level).

Interview with the Administrator on 08/10/2021 at
1:48 PM and the Interim Direclor of Nursing on
08/11/2021 at 12:05 PM, revealed they expected
staff lo notify the resident's physician immediately
when a change of condition such as difficulty
breathing occurred. In addition, the Interim
Director of Nursing and Administrator stated the
facility had no system in place to monitor
residents' records lo ensure staff notified the
physician when a resident's condition warranted
or that notification was being made timely and

3. Review of Resident #90's medical record
revealed the facility admitted the resident on
10/07/2016 with diagnoses that included

{F 580}
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Dementia, Unspecified Protein-Calorie
Malnutrition and Dysphagia.

Review of Resident #90's Minimum Data Set
{MDS) assessment dated 02/19/2021, revealed
the facility assessed the resident to have a Brief
Interview for Mental Status (BIMS) score of eight
{8) which indicated the resident had moderate
cognitive impairment. The assessment stated the
resident weighed 97 pounds.

Review of Resident #90's comprehensive care
plan in place on 02/18/2021, revealed the facility
identified the resident had a polential for weight
concerns and was at risk for malnutrition due to
dependence on staff for eating, diagnosis of
Dysphagia and Vitamin B12 deficiency,

Review of Resident #90's weight record revealed
on 03/06/2021, the resident weighed 86.8
pounds. This weight reflected a loss of 10.5% in
fiteen days. However, there was no evidence the
physician was notified of the resident's weight
loss.

Review of the Registered Dietitian's (RD)
documentation dated 04/09/2021, revealed the
RD noted Resident #90 had sustained a 8.8%
weight loss in 30 days, and 10.5 % in 180 days.

Continued review of Resident #90's weight record
revealed on 06/08/2021, the resident's weight
was 84.7 pounds, and on 06/15/2021, the
resident's weight was 82.5 pounds. Review of the
RD's documentation on 06/16/2021, revealed the
RD noted an 11.9 % weight loss in 30 days, a
12,9 % weight loss in 90 days, and an 11.5 %
weight loss in 180 days.
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Further review of Resident #90's weight record
revealed on 06/29/2021, the resident weighed
82.3 pounds. Review of RD documentation dated
07/07/2021, revealed the RD documented the
resident had lost 13.1 % in 90 days and 11.7%
loss in 180 days.

Further review of Resident #90's weight record
revealed on 07/08/2021, the resident's weight
was 80.2 pounds.

Observalion of staff weighing Resident #90 on
08/05/2021, revealed the resident weighed 81.1
pounds,

However, review of Resident #90's medical
record from 02/19/2021 thru 08/05/2021, revealed
no evidence the facility notified the physician of
Resident #30's 17% weight loss in approximately
167 days.

4. Review of Resident #327's medical record
revealed the facility admitted the resident on
03/15/2021 with diagnoses that included
Dementia, Anemia, and Hyperlipidemia.

Review of Resident #327's MDS admission
assessmenlt dated 03/22/2021 revealed the
facility assessed the resfdent to be severely
cognitively impaired. The assessment also stated
the resident complained of difficulty or pain with
swallowing. The facility assessed the resident to
be independent with meals requiring set up help
only, and weighed 205 pounds.

Review of Resident #327's baseline care plan did
not contain information concerning Resident
#327's nutritional status.
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Review of a RD evaluation dated 03/26/2021,
revealed Resident #327 weighed 194.2 pounds,
and the RD documented the resident had
sustained a 5% weight loss in one week.

Review of the RD's documentation dated
04/09/2021, revealed on 04/06/2021, Resident
#327 weighed 184.2 pounds, a significant weight
loss of 10% in 30 days. Further review of the
report revealed the RD recommended referring
the resident to the physician for a medication
review due to the facility's documentation that the
resident's intake was "fair", but continued to
experience weight loss. However, there was no
evidence the facility contacted the resident's
physician.

Review of the RD's documentation dated
05/07/2021, revealed she evaluated Resident
#327 on 05/07/2021, because the resident
weighed 182.5 pounds on 04/27/2021. The RD
documented the resident had lost 6% of histher
body weight in the past 30 days and 10.8 % of
body weight in the past 90 days.

Review of the RD's documentation revealed on
06/06/2021, the RD evaluated Resident #327
because the resident weighed 178.5 pounds on
06/01/2021, a significant weight loss of 11.4% in
90 days.

Continued review of Resident #327's record
revealed the resident weighed 170 pounds on
08/03/2021, which was a 5.5 percent weight loss
in 30 days.

Observation of staff weighing Resident #327 on
08/05/2021, revealed the resident weighed 170.3
pounds.
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However, review of Resident #327's medical
record from 03/22/2021 thru 08/05/2021, revealed
no evidence the facility notified the physician of
Resident #327's 17% weight loss in
approximately 136 days.

5. Review of Resident #82's medical record
revealed the facility admitted the resident on
05/12/2021 with diagnoses including Parkinson's
Disease, Alzheimer's Disease, Insomnia and
Vitamin D Deficiency.

Further review of Resident #82's admission data
revealed the resident's weighl was 153.6 pounds
on 05/12/2021.

Review of Resident #32's MDS admission
assessment dated 05/18/2021, revealed the
resident was severely cognilively impaired, but
was independent with eating, requiring set up
only. The assessment also stated the resident's
weight was 148 pounds, a 5.6 pound weight loss
in one week.

Review of Resident #82's weight record revealed
on 06/01/2021, the resident weighed 145.1
pounds, a 5.5 % weight loss in less than 30 days.
Review of the RD assessment dated 06/05/2021,
identified Resident #82 had sustained a 5.5 %
weight loss in 30 days, and a 13.4 % loss in 90
days.

Continued review of Resident #82's weight record
revealed on 06/08/2021, the resident weighed
143.2 pounds.

Further review of Resident #82's record revealed
the resident weighed 139.1 pounds on
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07/20/2021, 137.3 pounds on 07/27/2021 and
132.9 pounds on 08/03/3021, a significant weight
loss of 13.4% in the last 90 days.

However, review of Resident #82's medical
record from 05/12/2021 thru 08/05/2021, revealed
no evidence the facility notified the physician of
Resident #82's 13.4 % weight loss in
approximalely 85 days.

6. Review of Resident #330's medical record
revealed the facility admitled the resident on
03/11/2020 with diagnoses that included Cerebral
Infarclion, Diabetes Mellitus, Hemiplegia and
Aphasia.

Review of Resident #330's MDS dated
05/12/2021, revealed the facility assessed the
resident to have a BIMS score of four (4),
indicating the resident was cognitively impaired.,
Further review revealed the facility assessed the
resident to have swallowing difficulties and held
residual food in hisher mouth, Further review of
the assessment revealed the facility assessed the
resident to require the limited assistance of one
(1) staff member at meals. The assessment
staled the resident's weight was 238 pounds.

Review of Resident #330's care plan in place an
05122021, revealed the resident was at risk for
potential weight concerns/malnutrition because of
the resident's diagnosis of Dysphagia. However,
the facility identified the resident was above ideal
body weight and was obese. Inlerventions
initiated on the care plan included nolifying the
physician of significant weight loss.

Review of Resident #330's weight record
revealed on 06/08/2021, the resident's weight

{F 580}
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was 213.6 pounds. Review of a RD assessment
daled 06/28/2021, revealed the RD documented
the resident had lost 10.6% of histher bady weight
in 180 days.

Review of Resident #330's weight on 08/03/2021,
revealed the resident weighed 210 pounds.
Observation of Resident #330's weight on
08/05/2021, revealed lhe resident weighed 210
pounds.

However, review of Resident #330's medical
record from 05/12/2021 thru 08/05/2021, revealed
no evidence the facility notified the physician of
the resident's 12% weight loss in approximately
85 days.

7. Review of Resident #39's medical record
revealed the facility re-admitted the resident on
04/03/2018 with diagnoses that included Diabetes
Mellitus, GERD, and Chronic Diastolic Heart
Failure.

Review of Resident #39's MDS assessment
dated 03/01/2021 revealed the facility assessed
the resident to have a BIMS' score of 15,
indicating the resident was cognitively intact. The
assessment also revealed the resident was
independent with eating and weighed 296
pounds.

Review of Resident #39's weight record revealed
the resident weighed 290 pounds on 04/04/2021
and 253.3 pounds on 06/22/2021.

However, review of Resident #39's medical
record from 03/01/2021 thru 06/22/2021, revealed
no evidence the facility notified the physician of
the resident's 14.4% weight loss in approximately

STATEMENT GF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A.BUILDING
R
185256 B. WING 09/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PARKVIEW POST-ACUTE AND REHABILITATION CENTER 200 NURSING HOME LANE
PIKEVILLE, KY 41501
%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATL
DEFICIENCY)
{F 580} | Conlinued From page 32 {F 580}

FORM CMS-2567(02-99) Previous Versions Obsolete

Evenl ID ELK412

Facility |D: 100599

I continuation sheet Page 33 of 1150




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/31/2023
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

185256

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

1%3) DATE SURVEY
COMPLETED

R
09/30/2021

NAME OF PROVIDER OR SWPPLIER

PARKVIEW POST-ACUTE AND REHABILITATION CENTER

STREET ADDRESS, CITY. STATE. ZIP CODE
200 NURSING HOME LANE
PIKEVILLE, KY 41501

(x4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

(L]

{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

{F 580)

Continued From page 33
113 days.

8. Review of Resident #332's medical record
revealed the facility admitted the resident on
03/112/2021 with diagnoses that included
Diabetes, Chronic Kidney Disease,
Gastro-Esophageal Reflux Disease,
Hypertension, Atrial Fibrillation, and Femoral
Neck Fracture,

Review of Resident #332's Dietary-Nutrition Data
Collection assessment completed on 03/16/2021
at 5:39 PM, revealed the resident's weight was
199.9 pounds and the resident's intake was
inadequate to meet the resident’s needs.

Review of Resident #332's MDS assessment
dated 03/19/2021, revealed the facility assessed
the resident to have a BIMS' score of 14
indicating intact cognition. Further review of the
assessment revealed the resident was
independent with eating, and weighed 200
pounds.

Review of Resident #332's weight record
revealed the resident weighed 182.8 pounds on
04/05/2021. Review of the Nutrition Progress
Note by the RD, dated 04/11/2021, revealed
Resident #332 had sustained a 9% weight loss in
thirty days,

Review of Resident #332's weight record
revealed the resident weighed 184.9 pounds on
05/04/2021. Review of a Nutrition Progress Note
for Resident #332 dated 05/27/2021, revealed the
resident had a 7.6% weight loss in 90 days.

Furiher review of Resident #332's weight record
revealed the resident weighed 183.6 pounds on

{F 580}
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06/07/2021, 182.9 pounds on 07/05/2021 and
179.9 pounds on 08/03/2021.

However, review of Resident #39's medical
record from 03/19/2021 thru 08/05/2021, revealed
no evidence the facility notified the physician of
the resident's 10% weight loss in approximately
140 days.

9. Review of Resident #81's medical record
revealed the facility re-admitted the resident on
09/30/2019 with Dementia, Anemia, Anxiety and
Major Depressive Disorder,

Review of Resident #81's MDS assessment
dated 05/18/2021, revealed the resident weighed
117 pounds.

Review of Resident #81's weight record revealed
on 06/01/2021, the resident weighed 109.2
pounds. Review of a RD assessment for
Resident #81, completed on 06/05/2021 revealed
the resident sustained a 6.5% weight loss in 30
days and 8.9% weight loss in 90 days.

Review of the RD's documentation for Resident
#81 dated 07/07/2021, revealed on 07/06/2021,
the resident's weight was 108.7 pounds,
representing a 9.4% weight loss in 90 days.

Review of Resident #81's weight on 08/03/2021,
revealed the resident weighed 107.1 pounds.

However, review of Resident #81's medical
record from 03/18/2021 thru 08/05/2021, revealed
no evidence the facility notified the physician of
the resident's 8.4 % weighl loss in approximately
80 days.
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Interview with Physician #1 on 08/04/2021 at 1:00
PM and on 08/27/2021 at 1:18 PM revealed he
could recall being notified by staff at times related
to residents that had lost weight; however, he was
unable to recall specific dates or residents. He
stated he expecled the facility to follow its policy
to weigh residents menthly and notify him of
weight loss. Physician #1 stated he usually
initiated Periactin (a medication used as an
appetite stimulant) when a resident was not
ealing and losing weight. He also staled he
expected staff to follow their policies related to
physician notification in the facility.

Interview with the Assistant Director of
Nursing/Interim Director of Nursing
(ADON/IDONY}, on 08/18/2021 at 9:50 PM,
revealed she had been the ADON at the facility
for approximalely one (1} year, and was placed in
the IDON position a faw weeks ago. The
ADON/IDON stated she had never monitored
residenis' weights, and never monitored to
ensure the physician was notified when residents
lost weight in the facility.

Interview with the Administrator, on 08/11/2021 at
6:00 PM and on 08/18/2021 at 3:30 PM, revealed
she had been the facility's Administrator since
06/07/2021. The Administrator staled the facility
had no systems in place to monilor residents’
weight loss or nutritional needs. She stated she
was not monitoring to ensure the residents’
physician was notified when residents
experienced weight loss. She stated she was not
aware the physician had not been notified of
residents' weight loss, but stated he should have
been.

**The facility alleged the following was
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implemented to remove Immediate Jeopardy
effective 09/26/2021:

1). Braden Scale Assessments were completed
on all residents by facility nurses on 08/26/2021
and comprehensive full body skin assessments
were completed on all residents on 09/11/2021.
The facility utilized the Braden Scale Assessment
and comprehensive full body skin assessment to
review and update care plans of residents who
had pressure injuries by 09/17/2021.

2). The wound care physician evaluated Resident
#65 on 08/25/2021. Staff assessed and
measured all pressure injuries, and staff
evaluated all current treatments and reperied
them 1o the Medical Director/Physician #1 by
09/17/2021.

3). Beginning 09/17/2021, upon admission a skin
assessment and Braden Scale assessment will
be completed, and the baseline care plan will be
developed within 48 hours fo include any
pressure ulcer or potential for pressure ulcer. A
comprehensive care plan will be developed within
21 days of admissian to include pressure ulcers
or potential pressure ulcers and include
interventions to prevent pressure ulcer
development or worsening of pressure ulcers.

4). Residents #45, #55, #308, #309, #311, #314
and #320 were bathed including a shower, nail
care and moisturizing lotion applied post shower,
and assisted with dressing in clean appropriate
clothing. Clean linens were placed on the
residents’ beds on 09/11/2021. The residents
were evaluated by social services on 09/15/2021,

5). All residents were offered a shower and
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interviewed to obtain shower/hygiene preferences
by the Director of Nursing (DON) or designee.
New bath/shower schedules were implemented
by nursing staff to accommodate resident
preference. Resident preferences for hygiene
were obtained and incorporated inlo resident care
plans and State Registered Nurse Aide (SRNA)
care plans by the Regional Nurse Consultant
were completed on 09/13/2021.

6). On 08/28/2021, the Registered Dietitian {RD)
began reviewing all residents' diets and made
recommendations for meal changes or
supplements to promote healing and 1o address
any weight loss issues.

7). All residents with the diagnoses of Diabetes
and Chronic Obstructive Pulmonary Disorder
{COPD), Asthma and Pneumonia were assessed
by licensed nurse and/or Respiratory Therapist
with no concerns were identified completed
08/13/2021.

8). The Regional Nurse reviewed all residents
with orders for glucese monitoring by 07/30/2021
and orders were amended to include mandalory
entry of glucose values on the Medication
Administration Record (MAR).

9). The Regional Certified Dietary Manager
{CDM) observed the meal service for breakfast,
lunch and dinner on 09/11/2021, all three meals
were delivered on time,

10). Direct Care staffing was increased through
recruitment efforts with additional staffing
provided through agency and travel contracts.
Direct care nursing staff schedules for the next
day will be reviewed daily by the Director of
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Nursing and the Administrator to ensure staffing
levels are adequate to meel the acuity of the
residents. The staff will be validated as present
on the unit at the start of each shift by the
Director of Nursing, Nursing Supervisor,
Administrator or designee. Direct care nursing
staff call offs will be replaced by calling other
qualified staff to see if they can fill the opening,
and/or calling agencies to see if they have
qualified staff to fill the opening. If direct care staff
cannot be replaced the Director of Nursing,
Assistant Director of Nursing, or member of the
nursing management team will fill the shift. If
appropriate staffing levels cannot be met, the
cenlter will prioritize resident care that can be
achieved during emergency staffing, prioritize
required task including administration of
medication, no showers- sponge baths, care
provided to incontinent residents, turn residents
that cannot turn self, meals served timely, and
assist residents with meal if needed.

11). The facility has increased dietary staffing
through recruitment efforts and appropriate
staffing levels have been achieved to ensure
meals are prepared and delivered timely.

12). On 08/11/2021, all residents including #64,
#86 and #322, were reassessed for psychosocial
and physical forms of abuse with Brief Interview
for Mental Status (BIMS) score of eight (8) or
above and skin integrity reviews for residents with
BIMS less than eight (8) were completed by
Licensed Nurse. Residents with a diagnosis of
Dementia had their Care Plan reviewed and
revised, as necessary by the Minimum Dala Set
(MDS) Coordinator on 09/07/2021. No new
residents were identified as indicating any
psychosocial and/or physical harm.

{F 580}
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13). The Regional Nurse Consultant completed a
wandering risk assessment on all residents by
08/16/2021. All residents who were identified as
at risk for wandering had care plans reviewed and
updated by the MDS Coordinator. A list of all
identified active wander risk residents were
placed at each nursing station with a list of
potential interventions for nursing to reference.

14). Residents #39, #65, #81, #90, #330 and
#332 were weighed by 09/17/2021, The
Registerad Dietician (RD) completed a
comprehensive nufrition assessment and RD
recommendations were reviewed for
recommendalions by the Director of Nursing
{DON]) or designee on 08/17/2021, Further, the
DON or designee, spoke with the altending
Medical Doctor (MD) and validated the diet orders
and recommendations. Recommendations were
entered info the elecironic medical record and on
the tray card. The Registered Dietician and
Director of Nursing (DON), reviewed diet arders
in electronic medical record to ensure both the
record and tray card reflected accurate
information on 09/17/2021.

15). Beginning 08/15/2021, slaff began offering
snacks to all residents daily in the momning and
afternoon by the restorative nurse aide, activily
aides, or designee. Snacks ordered by a
physician will be documented by the restorative
aide, dietary aides and/or licensed nursing staff.

16). The facility evalualed the COVID-18 unit on
08/11/2021, located on the 5th floor of the facility
for compliance with CDC guidelines and
implemented yellow and red zones. The DON
identified two (2) residents who had been

{F 580}
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exposed o positive residents and a yellow zone
was designated with erection of a plastic zip wall
barrier and those two (2) residents were moved to
this zone on 08/11/2021.

17). The facility had three (3} residents who were
in the red zone on 08/11/2021(Residents #327,
#328 and #329). Residents #327, #328 and #329
have completed quarantine per facility policy and
physician orders. Residents #311 and #314
completed quarantine per COVID-19 policy and
physician's order. Residents #311 and #314 were
no longer in isolation,

18). All staff eligible for testing were tested for
COVID-19 on 09/16/2021, The facility did not
identify any new cases based on the employee
testing on 09/16/2021. All residents eligible were
tested for COVID-19 on 09/17/2021, The facility
did not identify any new positive cases.

19}. The facility was conducting ongoing
surveillance testing as recommended for
COVID-19. Positive COVID-19 residents will be
placed in isolation zone (red zane) and placed in
droplet precautions with use of personal
protective equipment. The facility will provide
physician notification, family notification and care
plan revisions, The DON or designee will review
newly positive COVID-18 residents to ensure
isolation precautions have been initiated. In
addition, any resident exposed will be placed in
droplet precaution in isolation zone (yellow). The
facility will provide physician notification, family
notification and care plan revisions. The facility
employee testing protocol will be twice weekly on
designated days effective 08/16/2021. The facility
requires all staff must be tested on designated
days. If the employee is not tested, the facility will
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not allow the employee to work without a current
negative COVID-19 test. During testing, the
employee will be tested prior fo entering the
facility by the Infection Prevenlion Nurse or
designee, All testing dates and times will be
posied to the employee page, time clock and
common areas.

2Q). The facility screens all residents once a shift
for signs and/or symptoms of COVID-19 and
documented on the Medication Administration
Record (MAR). The facility implemented
monitoring for signs and/or symptoms on all
residents on 09/17/2021.

21). Resident #9, Resident #321, Resident #324,
Resident #326 and Resident #351, medications
were reviewed for usage and appropriate
administration times by the physician on
09/23/2021.

22). The facility stated all residents will receive
their medication as ordered beginning 09/23/2021
and implemented pharmacy and physician
notification if any medication was unavailable.
The facility will abide by new orders from the
physician regarding the unavailable medication.

23). The facility formulated an agreement on
09/23/2021, with the facility's pharmacy to provide
the facility with a three (3) day supply of
medications that requires the facility's approval
for cost authorization while pending cost review,

24). New admissions and re-admissions entering
the facility after normal business hours and on
weekends will have discharge orders submitted,
entered into the elecironic medical record and
submitted to pharmacy through pharmacy

{F 580}
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integration. The facility implemented the use of
fax transmittal as a backup to the elecironic
pharmacy integration by entering the order in the
electronic medical record to receive medications.
If the facility does not receive medications in a
timely manner the pharmacy will be nolified, and
the facility will utilize the emergency medication
kit. If an emergency arises and medication is
unavailable, the physician will be notified for
substitution and/or new orders.

25). The Regional Nurse Consultant, Director of
Nursing, and licensed nursing staff completed an
audit of all residents’ ordered medications and
verified all medications were available in the
facility by 09/25/2021.

26). The facility conducted a Quality Assurance
Performance Improvement (QAPI) meeting on
08/12/2021. The facility reviewed education,
facility process, and audited implementation to
ensure compliance with the AOC and all audits.
The Administrator oversees the QAPI commitiee.
The QAPI committee consists of the Director of
Nursing, Administrator, Medical Director, Social
Services Director, Activities, Clinical, Therapy,
Maintenance, Dietary and Environmental
Services.

27). The facility appointed an Interim
Administrator on 09/13/2021 to replace the
currant Administrator. The facility's Interim
Administrator will receive daily oversight and
guidance from the Regional Vice President or
Regional Director of Operations and Regional
Clinical Nurse for 30 days. Upon completion of
the thirly-day oversight, the Regional
Administrative Team will audit the Administrator to
determine if continued daily oversight is needed.
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The administration has direct oversight and
responsibility to direct, discipline, and
communicate areas of concern and process
improvement.

28). The Administrator, Medical Director, and
QAPI Committee reviewed procedures for a
contact person for call-ins, answering call lights,
Activilies of Daily Living (ADL) Care, serving, and
timeliness of meal trays incontinence care and
turning and repositioning on 09/15/2021,

29). The Vice President of Operations, Director of
Clinical Operations and Regional Nurse
Consultants conducted a conference call on
09/15/2021 wilh a conltract company for a
consultation to review the following: (1) the
outcomes of the survey; (2) expectations and
roles of the Governing Body as oullined in the
Rules and Regulations; (3) determined a plan for
the following communication/monitoring tools:
Infection Contral (COVID 19 Isolation), enough
staff at the facility to monitorfassess residents,
turn and reposition residents, provide incontinent
care, prepare and distribute meals, and assist
residents with eating, caring for pressure wounds,
effective Pharmacy Services, dealing with abuse
and neglect effectively, sufficient staff, providing
appropriate ADLS, and praviding a functioning
QAPI committee.

30). The Administrator and Regional Nurse
Consultant reviewed and revised the QAP! Plan
beginning 09/16/2021 and presented the reviews
and/or revisions to the QAP Committee during
the 09/16/2021 meeling. The facility developed a
standardized plan to ensure all topics were
reviewed as needed at the QAPI| meetings, The
agenda included reviewing pressure ulcers, Foley
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catheters, enteral feeding tubes, coniractures,
physical restraints, medication usage, risk
management, infection control, hospital
readmission rale, rehabilitation management,
social services, concerns of grievance, aclivities,
resident council, and family council concerns,
grievances, admissions, discharges, census, staff
development, vacant positions, employee
orientation, dietary variances, tray audit report,
weight loss, work injuries, terminalions,
employees on family medical leave, a leave of
absence, new hires, medical record compliance
review, pharmacy reporis, restorative nursing,
business office, and admission actions. The QAPI
Committee and Medical Director approved the
standardized agenda on 09/16/2021 1o include,
but not limited to, the topics presented during the
meeting.

31). The Regional Director of Operations and
Vice President of Operations met with the
Administrator, the DON, and the Medical Director
on 09/16/2021 regarding the duties of the
Governing Body, including setting policy and
procedures to be implemented in the facility and
communicating information to other members of
the Govemning Body. During the meeting, the
QAPI processes, the need to participate regularly
in the QAPI process, the need to identify root
causes with the utilization of the five (5) why
approaches and, auditing systems per the QAP|
Calendar. The Administrator will notify the
medical Director of future QAP| Committee
meetings.

32). The Administrator will collect all monitoring
reports before each QAP| Commitiee meeling
beginning 09/15/2021 for review to ensure
compliance with the deficiencies cited during the

{F 580}
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09/10/2021 survey. QAPI Meetings were held on
09/16/2021 ta discuss abatement and develop
interventions to remove the jecpardy. The facility
implemented QAPI meetings weekly, times four
(4) weeks, as needed, and monthly. The
Administrator will forward all QAP| Meeting
minutes to ihe Governing Body members,
including the Vice President of Qperations,
Regional Vice President of Operations, and the
Regional Nurse Consultant, to review the audit
results. The QAPI committee will review the
audits at the QAPI meetings. Committee for
review. The Administrator oversees the QAPI
Committee. The QAPI Commiltee consists of the
Director of Nursing, Administrator, Medical
Director, Social Services Director, Activities,
Clinical, Therapy, Maintenance, Dietary and
Environmental Services.

33). The Governing Body will provide the facility's
Administrator with resources and education
materials for QAPI, including but not limited to the
QAPI Tool Kit, QAPI at a Glance, and a resource
guide to effectively implement the QAPI plan
beginning 09/16/2021. The Governing Body will
meet quarterly for the upcoming year and
reevaluate for frequency after one (1) year.

34). The Administrator will increase the frequency
of QAP! Commitlee meelings to weekly for four
{4) weeks and, as needed effective 09/16/2021,
te ensure the quality of care is monitored and
complies with the standard of care and
compliance with State and Federal requirements
is demonsirated.

35). All nursing staff were educated by the
Director of Nursing, MDS Coordinator, or
designee on proper weighing techniques,
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obtaining, documenting, and reporting weight
changes to the Registered Dielician by
09/17/2021.

36). On 09/13/2021, the Regional Certified
Dietary Manager (COM) educated the Dietary
Manager on the provision of timely nutritional
assessment to ensure diet order accuracy, on
diet order accuracy, and on when to enter diet
orders into the electronic medical record. The
CDM educated the Dietary Manager to enter
resident diet orders inlo the tray care system. If
the nurse enters the order, the nurse will send a
written communication to the dietary staff,
including diet and texture. In the marning clinical
meelings, staff will review diet orders from the
previous day to ensure accuracy.

37). Therapy provided education to all nursing
staff on turning and positioning range of motion,
and transfer of resident from bed to chair and
chair to bed beginning on 08/19/2021 and
completed on 09/17/2021. The facility employed
and assigned additional staff through recruitment
and agency coniracts o ensure adequate staff to
turn and reposition all residents who cannot
reposition themselves.

38). The Regional Director of Nursing educated
all nursing staff on pressure ulcer prevention,
including turning and repositioning, adequate
hydration and nutrition, positioning devices, how
to complete and document a head-ta-toe skin
assessment, and how to notify the registered
dietician, physician, and RP of a new skin
impairment by 09/17/2021. The facility nursing
staff will call or email the Registered Dielitian,
Physician, and Resident Representative of any
new skin changes.

{F 580}
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39). The DON or designee educated all staff on
timely call light response. In addition, direct care
staff, including nurses and cerlified nursing
assistants, were provided education on providing
timely hygiene per the resident’s plan of care,
timely toileting, dressing residents in their choice
of elean clothing, and timely delivery of meal
trays. The DON or designee will educale any
facility staff not working during education upon
returning to work,

40). On 08/31/2021, The Regional Director of
Nursing educated all licensed nursing staff, the
Registered Dietician, the Social Service Director,
and the MDS Nurses on entering new care plans
into the electronic medical record, including goals
and interventions. In addition, the Regianal
Director of Nursing educated staff to update the
existing care plan in the electronic medical record
with new goals and interventions for any new skin
impairments identified during their shift,

41). The facility's Respiratory Therapist educated
Licensed nurses on identifying and assessing
residents with a change in respiratory status on
08/12/2021. In addition, on 08/12/2021, the DON
and/or designee educated all licensed nurses on
identifying signs/symploms of
hyperglycemia/ypoglycemia, the facility's
diabetic protocol, documenting a resident's
change in condition, documentation of blood
sugar in the medical record, notificatien of the
physician and following physician orders. The
facility licensed nursing staff will not be allowed to
work until they have received this education. The
DON educated all clinical staff on documentation
of glucose levels on 08/19/2021 and 08/20/2021

during mandatory in-services.
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42). Beginning 08/12/2021, the DON educated
licensed nurses on completing a baseline Care
Plan with interventions and goals relevant to
diabeles and a respiratory diagnosis within 48
hours of admission, reviewing and providing a
copy to the resident and/or the responsible party.
Licensed nursing staff not working during
education was notified of ongoing education and
will not be allowed to work until they have
received this education.

43). Beginning 08/12/2021, the DON educated all
staff on the facility's “call off" procedure, The
call-off pracedure for the facility included: in the
avent a person needs to call out of work for
dayshift, they are to notify their immediate
supervisor two hours before the start of the shifl.
If staff needs to call off on the night shift, they are
to notify their immediate supervisor four hours
before the start of their shift. If the facilily does
not have appropriate staffing levels, the
immediate supervisor and/or designee will call
other qualified staff to replace the person calling
off. If emergency staffing is required, the
Administrator and/or designee will call for
assistance from staffing companies. Staff not
working will be in-serviced upon return fo work.

44), All staff were provided re-education by the
Administrator and/or designee on 08/12/2021 on,
the process of identifying, preventing, and
reporting abuse, as well as identifying and
implementing immediate interventions for
wandering residents.

45). All nursing staff were educated by the
Director of Nursing, MDS Coordinalor, or
designee on proper weighing techniques,
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obtaining, documenting, and reporting weight
changes to the Registered Dietician by
09/17/2021. On 09/13/2021, the CDM educated
the Dietary Manager on diet order accuracy and
timely nutritional assessment to ensure diet order
accuracy. When staff enters diet orders into the
electronic medical record, the nurse enlering the
order will send the written communication to the
dietary staff. The Dietary Manager will enter the
order into the tray care system. The facility will
review diet orders from the previous day in the
clinical meeting to ensure accuracy.

46). The Regional CDM educated the Dielary
Manager on 09/13/2021 on facility policy
regarding meal service times and the use of
recipes including recipes for those requiring
fortified diets to ensure all meals meet the
nutriional needs of residents in accordance with
established national guidelines to reflect religious,
cultural and ethnic needs of the population.

47). As of 09/15/2021, the Regional CDM
completed education with the dietary manager on
oblaining food preferences, the facility's tray card
system, ordering food based on menus, stocking
snack/hydration carts, snacks, and hydrations
procedures, appropriate scoop sizes, and/for
portion sizes.

48), The Director of Nursing or Regional Director
of Nursing educated nurses and the Dietary
Manager on the process for entering, activating,
and/or implementing the registered dietician's
recommendations for dietary orders on
09/17/2021,

48). All staff were provided re-education by the
DON and/or designee by 09/17/2021 on the
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COVID-1¢ policy/guidelines, handwashing,
donning/doffing Personal Protective Equipment
(PPE), yellow and red zones. |n addition, the
DON/designee educated, licensed staff on
monitoring residents for Cavid-19 symptoms
beginning. 08/12/2021, the DON/designee
educated all staff, including contract staff, who
were not working. During the QAPI meeting on
08/12/2021, the Covid-19 policy, the
handwashing policy, donning and doffing PPE,
red and yellow zones, and monitoring residents
for signs/symptoms of the Covid-19 were
reviewed.

50). Staff were provided re-education on
08/20/2021 by the DON, Regicnal DON, or
Regional Nurse Cansultant to enter COVID-19
symplom monitoring crders on all new
admissions into the resident’s record.

51). All licensed nursing staff have been
educated on the five (5) rights of medication
administration, including right medication, right
patient, right dose, right time, and right route. The
Regional DON/DON/designee educated all
licensed nursing staff working on 09/23/2021 on
the process to follow when a medication was not
available for administration as ordered. The
education included calling the pharmacy to obtain
the medication, obtaining the anticipated
medication delivery time, notify the MD if an
ordered medication will either be omitted or given
outside of the ordered medication time. The
education also included following new orders
given by the MD, documenting the conversation,
and new orders from the MD in the electronic
medical record. All other licensed nursing staff
will be provided training as scheduled for shifts.
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52). On 09/25/2021, the DON /Regional Nurse
Consultant educated all licensed nursing staff,
including new hires and/or agency staff, on the
use of the emergency medicalion kit, the system
in place for ensuring medications are in-house, or
notifying the physician for new orders for new or
re-admitting residents, including on weekend and
after-hours.

53). The Interim Administrator educated all staff
on his contact information and role as the Abuse
Coordinator from 09/13/2021 through 09/17/2021.
In addition, education on staffing schedules and
who to notify if unable to work their scheduled
shift.

54). The facility will audit weekly resident
head-to-toe skin assessments daily, Monday
through Friday, for three (3) months eflective
09/17/2021 to ensure they have been completed
weekly on each resident. In addition, the facility
will notify the physician, Registered Dietician, and
Responsible Party of any new skin impairment
and those new interventions have been put in
place o prevent decline.

55). Central supply audited all lab supplies for the
expiration date on (08/28/2021. Audits will be
conducted weekly for all lab supplies for four (4)
weeks effective 09/17/2021 and then monthly for
three (3) months,

56). The Director of Nursing, Assistant Direclor of
Nursing (ADON), or Nursing Supervisar will audit
resident progress notes for daily four (4) weeks
effective 09/13/2021, then weekly for one (1)
month. Staff will review Progress noles for
Salurday and Sunday on Monday. The Nursing
Supervisor conducted audits io ensure any new
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areas of skin impairment identified had a care
plan implemented to include new interventions.

57). Beginning on 09/11/2021, the facility's
leadership staff and/or designee began visual
rounding of residents assessing hygiene, toileting,
incontinence, and resident repositioning. All
residents will be visually rounding on once each
shift daily for two (2} weeks, fifty percent of the
residents each shift for four (4) weeks, and
twenty-five percent of residents each shift for four
(4) weeks. The facility has two (2) shifis, 6:00 AM
to 6:00 PM and 6:00 PM to 6:00 AM.

58). On 09/11/2021, the facility’s leadership staff
began visual moniloring and timing of call light
response limes, including the length of time call
lights are answered, across all shifis, Leadership
staff will conduct ten (10) call light observations
each shift for two (2) weeks and then five (5) call
light observations each shift for eight (8) weeks.

59). On 08/13/2021, the DON and/or Designee
began monitoring respiratory assessments and
Situation Background Assessment and
Recommendation (SBAR) communications for
acute change in respiratory status Monday
through Friday in the clinical morning meeting.
The facility reviewed any acute change in
respiratory status for Physician nolification and
implementation of any physician order, Care
Plans were reviewed and updated as needed.
Audits will be daily for one {1) week, then five (5)
limes a week for four (4) weeks.

60). The MDS Nurse, DON, and/or Designee
began audits on 09/15/2021 of baseline care plan
completion for all new admissions and
re-admissions to ensure staff compleled the
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haseline Care Plan within 48 hours of admission.

61). All residents admitted within the last thirty
days with a diagnosis of Diabetes, Chronic
Obstructive Pulmonary Disease (COPD),
Asthma, or current Pneumonia had their baseline
Care Plan reviewed and updated as needed by
the MDS Nurse(s) and/or designee. New
interventions will be added to the care plan in the
morning meeting by the DON, ADON, and/or
nursing designee.

62). Beginning on 08/19/2021, the MDS Nurse,
DON, and/or Designee will monitor new
admissions and re-admissions to audit baseline
care plans for completion, accuracy, and review
with the resident and/or responsible party. Any
variance or identified concern was addressed
immediately. Audits will be conducted Monday
through Friday for all admissicns/re-admissions
to the facility for four (4) weeks, fifty percent of
admissions for a week for two (2) weeks, and
then ten percent of admissions weekly for four (4)
weeks.

63). On 09/11/2021, the Dietary Manager and/or
designee began auditing how long it took to pass
meal trays to residents after arriving at the unit.
All three (3) meals will be observed on all three
(3) units daily for two (2) weeks, two (2) meals on
all three (3) units daily for two (2) weeks, and one
(1) meal on all three (3} units daily for four (4)
weeks,

64). On 08/15/2021, the DON and/or Designee
began audits of staff’s knowledge with a verbal
quiz of identification and assessment of residents
with a change in respiratory slatus, identifying
signs/symptams of hyperglycemia/hypoglycemia,
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the facility’s diabetic protocol, documenting a
change in a resident's condition, notification of the
physician and following physician's orders,
Leadership will quiz staff randomly across all
shifis; ten (10} staff for one (1) week and five (5)
staff a week for four (4) weeks.

65). On 08/13/2021, the DON and/or Designee
began monitoring all documented blood sugar
resulls Monday through Friday in the clinical
morning meeting. The DON/designee will review
any blood sugar results oulside of the normal
range for MO notification and implementation of
any Physician's Orders. Care plans will be
reviewed and updated as needed. The DON or
designee will complete a visual rounding on
diabelic residents across both shifis and all three
(3) units to identify any resident with apparent
signs and symptoms of
hypoglycemiashyperglycemia to ensure the
resident was immediately assessed by licensed
staff. Any variance or identified concerns will be
addressed immediately. Audits will be daily for
one (1) week, then five (5) times a week for four
(4) weeks.

66). On 08/13/2021, the Administralor and/or
designee implemented an employee
questionnaire on abuse and identification of
residents with wandering behavior to determine
the proper reporting of abuse across all shifts and
units. The employee questionnaire will be
compleled for five (5) staff daily for ane (1) week,
then three (3) times a week for two (2) weeks,
and then weekly for four (4) weeks. Any variance
or identified concerns will be addressed
immediately.

67). Beginning on 08/13/2021, the Director of
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Nursing and/or designee will review each
resident’s wandering risk assessment upon
admission and quarterly with their Minimum Data
Set (MDS) assessment. Any resident identified as
wandering will be discussed in the clinical
morning meeting to review and initiate new
interventions. Any variance or identified concerns
will be addressed immediately. New inlerventions
will be care planned in the moring meeling by
the Director of Nursing, Assistant Director of
Nursing, or nursing designee.

£8). Beginning an 08/13/2021, the Saocial
Services Director or designee will perform
random interviews of residents with a BIMS score
of eight (8) or greater to ensure they feel sale in
the facility and have not been subject to or
witnessed abuse. The DON or designee will
review random weekly skin assessments for
residents with a BIMS score of less than eight (8)
to ensure no injuries of unknown origin beginning
08/13/2021. Any variance or idenlified concerns
will be addressed immediately.

69). On 08/25/2021, the Registered Dietician

conducted audits of resident diet orders from the
electronic medical record against orders entered
in the diet/tray card software lo ensure accuracy.

70). Beginning on 08/23/2021, the Dielary
Manager will ensure and audit meals leaving the
kitchen and reaching the units timely. Audits will
be conducted for random meals twice daily for
one (1) week, twice per week for two (2) weeks,
and then weekly for one (1) month. Once meal
trays arrive at the unit, management staff will
assist in passing frays lo ensure residents receive
meal trays, and certified nursing assistants assist
residents promptly. The Dietary Manager or
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designee will audit the time it takes to pass meal
trays to residents after they arrive on the unit
beginning 09/11/2021. All three (3) meals will be
observed on each unit daily for two (2) weeks,
two (2) meals on each unit daily for two (2)
weeks, one (1} meal on each unit daily for four (4)
weeks.

71). The dietary manager or designee will review
admitted/re-admitied residents' food and
beverage preferences within 72 hours of
admission and enter them inlo the dietfiray card
system for listing on their tray cards beginning
09/16/2021. Review of food preferences will be
completed bi-annually and as needed for all
residents. Physician-ordered snack intakes will
be audited by the Dietary Manager daily for one
(1) week, weekly for four (4) weeks, and monthly
after that for four (4) months beginning
09/15/2021.

72). Daily COVID-19 screenings for staff will be
audited beginning on 08/25/2021 by the Hurman
Resources (HR) Director against time clock
punches o ensure screening before beginning
their shift. Audits will be completed Monday
through Friday for four (4) weeks by the HR
Direclor, and weekends audiled on Mondays. Any
staff not screened will be re-educated
immediately on the COVID-19 Screening Policy
by the HR Director. The HR Direclor was
educated on the COVID-19 policy by the Regional
Nurse, an infection control preventionist. All entry
doors will remain locked. Visitors must be altowed
entry by staff and screened by staff at the time of
entry.

73). Beginning on 09/17/2021, the DON and/or
designee will round seven (7) times each week
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for eight (8) weeks, five (5) times weekly for four
{4) weeks to audil infection control compliance on
differing shifts and units, Audits will include
observalion of handwashing; isolation signage
and zones, donning/doffing (putting on/taking off)
PPE, and mask compliance. Any variance or
identified concerns will be addressed immediately
by the auditor.

74). The DON, ADON, and/or Designee will
review all residents on narcolics with the
pharmacy to ensure an active script is on file
beginning 09/23/2021. Staff will notify the
physician within two (2) days of the prescription's
expiration.

75). The Regional Nurse Consultant, Pharmacy,
and/or Director of Nursing will conduct random
medication pass observations effective
09/25/2021 on random shifts daily unlil immediate
jeopardy removed to ensure timeliness and
accuracy of medications. The facility utilized the
CMS Critical Element Pathway for Medication
Administration to conduct the medicalion pass
observation of twenty-five medications.

76). Beginning 09/25/2021 Monday through
Friday, the DON, ADON, and/or Designee will
audit medication delivery tickets against ordered
medications daily to ensure that all narcotics
needing a renewal have been sent to the
pharmacy. Audits will continue until the
Immediate Jecpardy is removed.

77). Beginning 09/11/2021, the Administrator
and/or DON will be responsible for monitoring
nursing staff daily for four (4) weeks o ensure
adequate staffing is maintained.
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78). Beginning 09/11/2021, the Administrator and

Dietary Manager will be responsible for reviewing

dietary staffing daily for four (4) weeks to mainiain
adequate staffing.

79). Beginning 09/11/2021, the Divisional Vice
President of Operations and/or designee will
monitor and audit the Administrator daily for 30
days to ensure compliance.

80). Visual rounding will be conducted beginning
09/23/2021 to monitor for residents' change of
condition and identification of need for "Stop and
Watch" (change of condilion) communication,

81). Beginning 09/11/2021, the Administrator or
designee performed interviews of residents with a
BIMS score of eight (8) or greater to ensure they
felt safe in the facility and had not been subjected
to or wilnessed abuse. No residents had any
concerns. Interviews will continue to be
conducted of residents by the Administrator or
designees weekly unlil immediale jeopardy is
removed.

"*The State Survey agency validaled the facility's
aclions to remove the Immediate Jeopardy on
09/26/2021 as alleged by :

1). Review of Head-to-Toe Skin Assessments
revealed slaff assessed all residents in the facility
on 09/11/2021. A review of the skin assessments
revealed eight (8) residents (Residents #65,
#324, #45, #14, #357, #27, #74, and #358) had
current pressure ulcers with a total number of
pressure injuries of twenty (20). A review of the
comprehensive care plans for Residents #65,
#324, #45, #14, #357, #27, #74, and #358
revealed staff updated the care plans lo reflect
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the resident’s current pressure injuries. The
facility completed the review on 09/17/2021.

A review of the facility's census on 08/28/2021
revealed staff assessed all residents at risk for
pressure ulcers with the Braden Scale. Interview
with the Regional DON on 09/30/2021 at 4:17 PM
revealed she completed head-to-toe skin
assessment on all residents on 09/11/2021. She
further revealed that the facility identified twenty
(20) total pressure injuries. She further stated that
the facility completed the Braden Scale
assessments on all residents on 08/28/2021.
Continued interviews revealed the
Interdisciplinary Team utilized the skin
assessments and Braden Scale assessments to
update the residents' care plans. She stated that
Resident #65, #324, #45, #14, #357, #27, #74
and #358's care plans were updated to reflect
current pressure injuries by 09/17/2021. Interview
with MDS Nurse #1 on 09/30/2021 at 1:39 PM
revealed she updated all residents’ care plans to
reflect current pressure injuries by 09/17/2021, In
addition, she completed a review of walking
rounds on 09/15/2021 with Therapy Personnel,
the Registered Dietician, the Medical Director, the
DON, and the MDS Nurse for Residents #65,
#324, #45, #14, #357, #27, #74 and #358. A
review revealed the Interdisciplinary Team
reviewed

each resident's orders, current skin breakdown,
care plan, and implemented changes as needed.

2). Review of Resident #55's medical record
revealed the Medical Director assessed the
resident on 08/25/2021 at 1:45 PM and noled a
Stage four (4) pressure ulcer on the sacrum; a
deep tissue injury (DTI) to the left and right heels;
and a skin tear to the left inner leg. Review of

{F 580}
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Resident #65's wound care note dated
08/26/2021 at 9:00 AM, revealed the sacrum
wound measured, "13 cm (centimeter) (length) by
12.3 cm width and 0.2 cm depth with undermining
at 10 o'clock measuring 2 cm and undermining at
12 o'clock that measures 1 cm, muscle exposed.
No palpable bone, slough is present, partially
removed with wound cleanser.”" The facility
conlinued to lreat the resident’s sacral pressure
ulcer with Aquacel Ag. A review of a wound
evaluation completed on 09/15/2021 revealed
Resident #65 had six (6) pressure ulcers,
including a stage two (2) to the left superior calf
measuring 1.2 cm (length) by 1.4 cm (widih} by
0.1 em (depth), stage one (1) to the right hip
measuring 2.5 cm by 2 cm by less than 0.1 cm,
slage two (2) to left hip measuring 1.2 cm by 0.8
cm x less than 0.7 cm, stage two (2) to left
scapula measuring 1 cm by 0.2 em by less than
0.1 cm, unstageable to right heel measuring 0.6
cm by 0.6 cm. and four (4) areas to the sacrum
measuring 12 cm by 11.6 cm by 0.4 cm.
Interventions in place for the resident included
heel prolectors while in bed, diet as ordered,
weekly documentation of the wound, an air
maltress to bed, nutritional supplements, and
lurning/repositioning. Observation of wound care
for the sacral pressure ulcer on 09/29/2021 at
10:21 AM revealed the wound measured 13 cm
by 11 cm by 0.3 cm with a scant amount of
drainage and 95 percent granulation tissue.
Resident #55 declined would not consent lo the
observation of other prassure areas. A medical
record review revealed that on 09/21/2021 at 2:19
PM, Physician #1 determined the resident's
weight loss and wounds were unavoidable. On
09/28/2021, Resident #65's family declined
in-house wound care visits. Further review of the

record revealed on 09/29/2021, sta¥ notified the
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physician of the decline in the resident's wound
with no new orders. The resident was diagnosed
with Failure to Thrive.

3). The facility admitted Resident #355 on
06/10/2021, completed a skin assessment on
09/10/2021, completed a Braden Scale on
09/10/2021, and completed a baseline care plan
on 09/10/2021. Resident #355 was discharged on
09/25/2021 and re-admitted to the facility on
09/28/2021. Further review of the medical record
revealed staff developed the comprehensive care
plan on 09/21/2021. A review of Resident #355's
re-admission revealed the resident had an
admission skin assessment completed on
09/28/2021, Braden Scale on 09/28/2021, and a
baseline care plan developed on 09/28/2021.

4). Observation of Resident #45 on 09/28/2021 at
1:48 PM, Resident #65 on 09/28/2021 at 1:40
PM, Resident #308 on 09/29/2021 at 11:10 AM,
Resident #309 on 09/29/2021 at 11:26 AM,
Resident #311 on 09/29/2021 at 11:52 AM,
Resident #314 on 09/29/2021 at 11:30 AM and
Resident #320 on 09/29/2021 at 11:13 AM
revealed the residents appeared clean,
well-kempt, and clean linens were on the
residents’ beds. Interviews with the residents
during the time of the observations revealed no
identified cancerns. A review of Progress Noles
for Residents #45, #65, #308, #309, #311, #314,
and #320) revealed the Interim Social Service
Director inlerviewed the residents on 09/15/2021
and had no concerns with resident hygiene.
Interview with the ISSD on 09/30/2021 at 2:23 PM
revealed she interviewed Residents #45, #6565,
#308, #309, #311, #314, and #320 on 09/15/2021
with no identified concerns regarding hygiene.
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5). Observation of residents during the initial tour
on 09/28/2021 from 1:33 PM to 2:32 PM revealed
no identified concerns. Interviews and record
reviews revealed Residents #45, #65, #308,
#309, #311, #314, and #320 each had their
shower preference and hygiene preference
obtained and included on their care plan. A
review of the resident's medical record, including
the comprehensive care plan and SRNA care
plan, revealed staff updated each resident's plan
to reflect the resident's preference, Interview with
the Vice President of Operations on 09/30/2021
at 4:10 PM revealed she assisted with abtaining
resident preferences. She stated each resident
was interviewed for shower and hygiene
preference, and the facility updated each
resident's care plan. A review of resident
interviews revealed their shower/hygiene
preference was oblained. A review of the facility's
shower schedule revealed that the resident
shower/hygiene preferences were honored.

6). Interview with the Dietician on 09/30/2021 at
3:53 PM revealed she began reviewing all
resident diets on 08/28/2021. She further stated
that she implemented new and/or additional
recommendations for residents to address weight
loss and/ar wound healing. A review of the
documentation revealed the Registered Dietician
reviewed all residents’ diets, and the Regional
DON reviewed all diets and recommendations.
Interview with the RDO on 09/30/2021 at 4:17 PM
revealed she completed the review of all diets
and recommendations.

7). A review of facility assessments completed by
08/13/2021 revealed thirty-nine (39) residents
with a diagnosis of Diabetes were assessed for
signs and symptomns of hypoglycemia/
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hyperglycemia and the need for immediate
intervention. Interview with the Regional DON on
09/30/2021 at 4:17 PM revealed she assessed
the residents and did not identify immediate
concerns, Observations of Resident #348 on
09/28/2021 at 1:36 PM, Resident #320 on
09/29/2021 at 11:13 AM, and Resident #311 on
09/29/2021 at 11:52 AM revealed no visible
signs/symptoms of hypoglycemiathyperglycemia.

A review of facility assessments completed on
08/12/2021 revealed fifty (50) residents with a
diagnosis of Chronic Obstructive Pulmonary
Disorder (COPD), Asthma and Pneumonia were
assessed by Respiratory Therapist #1. Interview
with Respiratory Therapist (RT} #1 on 09/30/2021
at 12:45 PM revealed she assessed all residents
with diagnoses of Chronic Obstructive Pulmonary
Disorder (COPD), Asthma, and pneumonia
(8/12/2021 with no identified concerns.
Observation of Resident #45 on 09/28/2021 at
1:48 PM, Resident #65 on 09/28/2021 at 1:40
PM, and Resident #43 on 09/28/2021 at 2:03 PM.
revealed no respiratory distress,

8). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM revealed she reviewed
all residenls with a diagnosis of Diabeles and the
resident's orders for glucose monitoring. She
stated the facility amended all resident orders to
include mandatory entry of glucose values on the
MAR. Review of Resident #3, #41, and #357's
orders revealed each order required staff 1o enter
the glucose value on the resident's MAR, Further
review revealed no cancerns with residents
having glucose levels less than 60 and/or greater
than 400.

9). A review of audits completed on 09/11/2021
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revealed meals were delivered limely. Interview
with the Regional Certified Dietary Manager
(RCDM) on 09/28/2021 at 2:25 PM, and
09/30/2021 at 1:52 PM revealed lunch was
observed on 09/11/2021 and arrived at the unit
within five (5) to ten {10) minutes of the
scheduled times.

10). A review of the facility's staffing for
08/28/2021 from 6:00 AM to 6:00 PM revealed
two (2) licensed nurses and three (3) nursing
assistants were scheduled for each floor of the
facility. A review of the facility's staffing revealed
one (1} licensed nurse and two (2) certified
nursing assistants for each floor from 6:00 PM to
6:00 AM,

A review of the staffing for 09/29/2021 and
09/30/2021 revealed two (2) licensed nurses, and
three (3) certified nursing assistants on each floor
from 6:00 AM to 6:00 PM. Furiher review of
staffing revealed one (1) licensed nurse and two
{2) certified nursing assistants for each floor from
6:00 PM to 6:00 AM.

Observation of facility staffing on 09/28/2021 from
1:20 PM to 5:30 PM; on 09/29/2021 from 8:11 AM
to approximately 6:00 PM and 09/30/2021 from
7:55 AM to 5:17 PM, revealed call lights were
being answered timely, residents appeared
clean/well-groomed, staff was offering and
assisting residents with baths/showers,
turning/repositioning was being conducted timely,
and meal frays were passed timely.

Interviews with RN #1 on 09/29/2021 at 11:55
AM and on 09/30/2021 at 12:58 PM:; RN
#4/Wound Care Nurse on 09/30/2021 at 2:54 PM;
LPN (Licensed Praclical Nurse) #6 on 09/30/2021
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at 12:44 PM; LPN #7 on 09/29/2021 at 3.00 PM
and 09/30/2021 at 1:54 PM; LPN #10 on
09/30/2021 at 12:50 PM, LPN #11 on 09/30/2021
at 10:31 AM; State Registered Nurse Aide
(SRNA/cerlified nurse aide) #1 on 09/29/2021 at
3:40 PM; SRNA#11 on 09/29/2021 at 3:23 PM;
SRNA #7 on 09/25/2021 at 3:29 PM; SRNA #19
on 09/29/2021 at 4:10 PM; SRNA#21 on
09/29/2021 at 3:04 PM; SRNA #22 on 09/29/2021
at 3:17 PM and SRNA #23 on 09/29/2021 at 4:10
PM, revealed staffing had improved, and each
stafl member revealed they had time to perform
dulies as assigned.

11). Review of the staffing schedule for
09/28/2021, 09/29/2021, and 09/30/2021
revealed each day consisted of one (1) day cook,
one (1) evening cook, one (1) prep cook, two (2}
day aides, and two (2) evening aides.
Observation of the kitchen on 09/28/2021 at 2:26
PM reflected the stafiing was accurate per the
schedule. Interview with Cook #3 on 08/29/2021
at 1:12 PM, and Dietary Aide #3 on 09/30/2021 at
2:10 PM revealed kitchen siaffing had improved,
and they were able to complete their duties during
their shift.

12), A review of assessmenis for being
withdrawn, crying, or other abuse symptoms was
conducted for Residents #64, #86, and #322 on
08/11/2021. No concerns were identified. A
review of skin assessments completed revealed
na identified concemns. Observation and
interviews conducted on 09/28/2021, 09/29/2021,
and 09/30/2021 revealed no identified concerns
with psychosacial and/or physical abuse,
including observations of Residenls #64, #86,
and #322. Interview with Resident #322 on
09/29/2021 al 11:54 AM revealed no concerns
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with abuse. Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM revealed all residents with
a diagnosis of Dementia had their care plans
reviewed and revised as necessary. Interview
with the RDON on 09/30/2021 at 4:17 PM
revealed she completed skin assessments on
08/11/2021, for all residents, with the assistance
of licensed nursing staff. No concerns were
identified. A review of audits completed by the
Social Service Director (SSD) for residents with a
BIMS score of eight (8) or above revealed no
identified concerns,

13). A review of assessments for residents that
wander, revealed all residents had received a
wandering risk assessment by 08/16/2021.
Review of the elopement/wandering binder at
each nursing station on 09/26/2021 revealed a
binder on each floor thal contained information
including a description, a photo and potential
interventions for each resident identified at risk.

14). Review of Resident #39, #65, #81, #90, #330
and #332's medical record revealed all of the
residents had been weighed by 09/17/2021.
Interview with the Registered Dietician on
09/30/2021 at 3:53 PM revealed she completed a
comprehensive nutritional assessment on
Residents #38, #65, #81, #90, #330 and #332.
Review of the medical record revealed the RD
completed a comprehensive nutritional
assessment on 09/16/2021 for Resident #39,
09/16/2021 for Resident #65, 09/16/2021 for
Resident #31, 09/16/2021 for Resident #90 and
09/16/2021 for Resident #330 with no dietary
recommendations made. Resident #332 was
discharged. Interview with the Regislered
Dietician on 09/30/2021 at 3:53 PM, the Regional
Nurse Consultant on 09/30/2021 at 3:40 PM, the
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Regional DON on 09/30/2021 at 4:17 PM and
DON #2 on 09/30/2021 at 3:20 PM revealed each
resident had received a comprehensive nutritional
assessment and review of the recommendations
by nursing staff, Further interview with the RD
and Regional DON revealed both the record and
tray card were reviewed to reflect accurate
information.

15). Observation of the third floor on 09/28/2021
at 2:22 PM, the fourth floor on 09/28/2021 at 2:00
PM and the fifth floor on 05/28/2021 at 2:06 PM
revealed snacks including but not limited to
oalmeal pies, goldfish crackers, cookies and
drinks were present, including soda, milk, and
juice. Observations on 09/29/2021 at 10:30 AM
revealed snacks were being passed on third floor.
Review of Resident #331, Resident #6865 and
Resident #14's record revealed documented
intake of snacks. Interview with SRNA #19 on
09/29/2021 at 4:10 PM revealed she was
educaled on documentation of snacks.

16). Observation of the facility's red zone and
yellow zone on 09/28/2021 at 2:12 PM revealed
no identified concerns. The zones contained no
residents.

17). Review of Residents #327, #328 and #3290
revealed the residents were isolated per CDC
guidance. Observation of Resident #328 on
09/29/2021 at 11:41 AM and Resident #329 on
8/30/2021 at 10:36 AM revealed no obvicus signs
or symptoms of COVID-19. Resident #327 had
been discharged from the facility,

18). Review of facility staff testing revealed all
staff working on 09/16/2021 were tested for
COVID-19 with no identified new cases. Further
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review of resident testing for COVID-19 on
09/17/2021, revealed no new cases.

19}. Interview with MDS Nurse #1 on 09/30/2021
at 1:39 PM, MDS Nurse #2 on 09/30/2021 at 1:31
PM, Maintenance Assistant #1 on 09/30/2021 at
2:58 PM, Therapy Manager on 09/30/2021 at
1:18 PM, Housekeeping Supervisor on
09/30/2021 at 1:24 PM, Human Resource
Director (HR) on 09/30/2021 at 10:48 AM, Senior
Marketing Liaison on 09/30/2021 al 10:55 AM,
Medical Records on (9/29/2021 at 8:34 AM,
Central Supply on 09/29/2021 at 2:40 PM, RN #1
on 09/29/2021 at 11:55 AM and 09/30/2021 at
12:58 PM, RN #4/Wound Care Nurse on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 an 09/30/2021%
at 12:50 PM, LPN #11 on 09/30/2021 at 10:31
AM, SRNA#1 on 09/29/2021 at 3:40 PM, SRNA
#11 on 09/29/2021 at 3:23 PM SRNA #7 on
09/29/2021 at 3:29 PM, SRNA #19 on 09/29/2021
al 4:10 PM, SRNA#21 on 09/29/2021 at 3:04 PM,
SRNA #22 on 09/29/2021 at 3:17 PM and SRNA
#23 on 09/29/2021 at 4:10 PM, Cook #3 on
09/25/2021 at 1:12 PM, Dietary Aide #3 on
09/30/2021 at 2:10 PM, Former Activilies
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM revealed the facility is testing staff two
(2} timess weekly. Interview with Interim Infection
Control Nurse on 09/30/2021 at 3:10 PM revealed
she was conducting testing two (2) times weekly
following CDC guidance. Review of facility staff
tested revealed tested is being conducted two (2)
times weekly.

20). Review of Resident #329, #328, #3141, #65
and #90's medical record revealed that each
resident had COVID-19 monitoring orders
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implemented. In addition, review of each
resident's MAR revealed staff was completing the
moniloring as ordered by the physician.

21). Interview with the Medical Director on
09/30/2021 at 3:25 PM revealed Resident #9,
Resident #321, Resident #324, Resident #326
and Resident #351's medications were reviewed
for usage and appropriate administration limes by
the physician on 09/23/2021.

22). Observation of a medication pass on
08/29/2021 at 4:35 PM on 3rd floor and
09/30/2021 at 8:09 AM on 3rd floor revealed no
identified concerns with missing medications. In
addition, observation of a narcotic count on 5th
floor on 09/30/2021 at 12:50 PM revealed no
identified concerns. Interview with RN #1 on
09/29/2021 at 11:55 AM and 09/30/2021 at 12:58
PM, N #4/Wound Care Nurse on 09/30/2021 at
2:54 PM, LPN #6 on 09/30/2021 at 12:44 PM,
LPN #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 09/30/2021
at 12:50 PM and LPN #11 on 09/30/2021 at 10:31
AM revealed no concerns with unavailable
medications.

23. Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and
Co-Owner/President of Pharmacy on 09/30/2021
at 3:11 PM revealed both parties made a formal
agreement that the pharmacy will supply the
facility with a three-day supply for medication
requiring cost review. Review of the facility's
pharmacy agreement revealed for any medication
requiring a cost review the pharmacy would send
the facility a minimum of a three-day supply of the
medication while being reviewed. The facility
would communicate any changes or continuance
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guidance to the pharmacy within 72 hours. The
Director of Qperalions of Guardian Pharmacy and
the Vice President of Operations of the facility
signed the agreement.

24). Interview with RN #1 on 09/29/2021 al 11:55
AM and 09/30/2021 at 12:58 PM, RN #4 on
09/30/2021 at 2:54 PM, LPN #6 on 09/30/2021 at
12:44 PM, LPN #7 on 09/29/2021 at 3:00 PM and
09/30/2021 at 1:54 PM, LPN #10 on 05/30/2021
at 12:50 PM, LPN #11 on 09/30/2021 at 10:31 AM
revealed they had received education and was
aware of the process for obtaining medications
from the pharmacy. In addition, they revealed
they were aware that the nurse would notify the
physician if the pharmacy could not deliver a
medication to the facility.

25). Interview with the Regional Nurse Consultant
on 09/30/2021 at 3:40 PM, and Regional DON on
09/30/2021 at 4:17 PM revealed an audit was
completed of all residents' ordered medications
and verified all medications were available in the
facility by 09/25/2021. Observation of medication
pass on 09/29/2021 at 4:35 PM on the third floor
and 09/30/2021 at 8:09 AM revealed no identified
concerns with missing medications,

26). Review of a QAP signature sheet revealed
the facility conducted a meeting on 08/12/2021
wilh the Regional DON, Regional Nurse
Consultant, Human Resources, SSD #2, Medical
Records, the Housekeeping Supervisor, Central
Supply, MDS Nurse #1, MDS Nurse #2, the
Therapy Manager, the Admissions Coordinaor,
ihe Administrator, the Activities Director, the
Dietary Manager, and other members of the
administration team.
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27). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and
Interview with the Interim Administrator on
09/30/2021 at 5:05 PM revealed the facility
appoinied the current Interim Administrator on
09/13/2021. Further interview with the VP of
Operations revealed she had provided the Interim
Administrator with daily oversight since
091072021,

28). Interview with the Inlerim Administrator on
09/30/2021 at 3:40 PM, the Medical Director on
09/30/2021 at 3:25 PM and members of the QAPI
commitiee, including the Regional Nurse
Consultant on 09/30/2021 at 3:40 PM, revealed
procedures for conlacting staff for call-ins,
answering call lights, ADL Care, serving and
delivering meal trays timely, incontinence care
and turning/repositioning were reviewed on
09/M15/2021.

29). Interview with the Vice President of
Operalions on 09/30/2021 at 4:10 PM, Regional
Nurse Consultant on 09/30/2021 at 3:40 PM, and
the Med-Net Concepts Nurse Consultant on
09/28/2021 at 3:00 PM revealed the facility
conducted a conference call {o review the
fallowing: (1) the culcomes of the survey, (2)
expectations and roles of the Governing Body as
outlined in the Rules and Regulations, (3)
determined a plan for the following
communication/maonitoring tools: Infection Control
and COVID-19 isolation, enough staff at the
facility to monitor/assess residents, turn and
reposition residents, provide incontinent care,
prepare and distribute meals, and assist
residents with eating, caring for pressure wounds,
effective Pharmacy Services, dealing with abuse
and neglect effectively, sufficient staff, praviding
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appropriate ADLS, and providing a functioning
QAPI commiitiee.

30). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM, and Regional Nurse
Consultant on 08/30/2021 at 3:40 PM revealed
reviewed and revised the QAPI Plan and
presented the reviews and/or revision to the QAP
Committee during the 09/16/2021 meeling. The
facility developed a standardized plan to ensure
all topics were reviewed as needed at the QAPI
meelings. The plan included pressure ulcers,
Foley catheters, enteral feeding tubes,
contractures, physical restraints, medication
usage, risk management, infection control, the
hospital re-admission rate, rehabilitation
management, social services, concerns of
grievance, aclivities, resident council, and family
council concerns and/ or grievances, admissions,
discharges, census, staff development, openings
by department/position, employee orientations,
dietary variance tray audit report, weight losses,
work injuries, terminations, employees on family
medical leave of absence or leave of absence,
new hires, medical record compliance review,
pharmacy reporis, restorative nursing, business
office, and admission actions. The QAP]
Commitlee and Medical Director approved the
standardized agenda on 09/16/2021 o include
but not be limited to the topics presented during
the meeling. Interview with MDS Nurse #1 on
09/30/2021 at 1:39 PM, MDS Nurse #2 on
09/30/2021 at 1:31 PM, Regional Cedified Dietary
Manager on (09/28/2021 at 2:26 PM and
09/30/2021 at 1:52 PM, Former Activilies
Director/Dietary Manager #3 on 09/30/2021 at
1:30 PM, Medical Records an 09/29/2021 at 8:34
AM, Human Resource Director (HR) on
09/30/2021 at 10:48 AM, Therapy Manager on
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09/30/2021 at 1:18 PM, Housekeeping
Supervisor on 09/30/2021 at 1:24 PM,
Respiratory Therapist (RT) #1 on 09/30/2021 at
12:45 PM and Ceniral Supply on 09/29/2021 at
2:40 PM, revealed the information was presented
at the QAP| meeting held on 09/16/2021.

31). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM, the Interim
Administrator on 09/30/2021 at 3:40 PM, DON #2
on 09/30/2021 at 3:20 PM, and the Medical
Director on 09/30/2021 at 3:25 PM revealed a
meeting was conducted on 09/16/2021 regarding
the duties of the Governing Body including selting
policy and procedures to be implemented in the
facility and communicating information to other
members of the Governing Body. During the
meeting, the QAPI processes, the need to
participate regularly in the QAPI process, the
need lo identify root causes of system problems,
utilization of the "5 why" approach and auditing
systems per the QAPI Calendar were reviewed.

32). Interview with the Interim Administrator on
09/30/2021 at 3:40 PM revealed he collected all
monitoring reports before each QAP] meeting
and reviewed the data for compliance. A review of
QAPI altendance sheets revealed the facility
conducted meetings on 09/16/2021, 09/23/2021,
and 09/30/2021. Interview with the Vice President
of Operations on 09/30/2021 at 4:10 PM and
Regional Nurse Consultant on 09/30/2021 at 3:40
PM revealed they were members of the
govemning body, and QAPI| meetings had been
forwarded to them.

33). Interview with the Vice President of
Operations on 09/30/2021 at 4:10 PM and the
Regional Nurse Consultant on 09/30/2021 at 3:40
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PM revealed the governing body provided the
Administrator with resources and education
material for QAPI. Further interviews revealed the
governing body would meet quarterly for the
upcoming year. Interview with the Interim
Administrator on 09/30/2021 at 3:.40 PM revealed
he had been provided with resources and
education regarding QAPI.

